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THE CONNECTION BETWEEN THE FEMALE 
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By Dr. RALPH TEMESVARY, Privat-Docent on Gynecology to 
the University of Budapest. 


‘“Mamme et uterus jure societatis mutuo se afficiunt, mutuasque tradunt operas 
mulierum rebus tam bonis, quam malis.”—HIPPOKRATES (Coacae). 


Txovucu the lacteal gland or breast—the characteristic organ of 
mammalian animals—is anatomically and developmentally an 
appendage of the skin, still we are right in holding it to be a part of 
the genital organs. The observation that the breast performs its 
function in normal circumstances only when the genital organs of 
the woman have served their proper purpose of gestation, and that the 
mother can feed her child with the milk secreted by her breasts only 
when the intra-uterine nourishment of the child has already ceased, 
has attracted the attention of observers from the earlier times.! At 
this point we stand even to-day. We see the connection without 
knowing exactly the cause, though our knowledge has been consider- 
ably increased in the last few years regarding the facts. The 


1. Aphorisms of Hippokrates, Chapter V., § 39. ‘‘If a woman neither pears 
nor lying-in has milk in her breasts, then she does not menstruate.” ap. V., 
§ 50, ‘‘If you wish to prevent the occurrence of menstruation = leeches upon her 
breasts.” Celsus recommends wet cupping. De Glandulis, Chap. 16, ‘‘ The nourish- 
ment, which they (the breasts) draw to themselves dyer from the womb (after the 
delivery of the child) to the breasts, and it is pressed out and up from the omenta 
on account of the pressure of the fetus.” Cap. 19, “‘The milk comes from the 
womb .. .” De morbis mulierum, lib. Cap. 65, “‘If the Breasts become 
erysipelatous, the feet, breasts, and the whole trunk swell . . . . on account 
of the internal connection (viz., sympathia).” 
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question of the cause and intimate character of this connection cannot 
be solved in such a simple way as would appear at the first glance. 
Before entering on this subject I wish to call your attention to 
those experiences which prove the connection itself. These can be 
divided in two groups, according as they show the influence of 
the female genitals on the breasts and on milk secretion, and vice 
versa. 

To the first group, which, according to Pfister, are called genito- 
mammary reflexes (as described in his recent work on this subject), 
the following facts belong (I should call this group rather that 
of genito-mammary symptoms) :— 

The first menstruation, as the sign of the dawning of puberty in 
women, since it is the outer sign of ovulation, causes a real revolution 
in the female organism, both in the bodily and mental life of the 
girl. The first phenomenon of this is that the breasts, which from 
the birth of the girl remained in the same condition up to the 
coming on of puberty (till the 12—16th years), and which were marked 
externally only by the areola, begin to develop. The breast begins 
to assume a spheroidal shape; around the nipple the areola becomes 
distinct; the connective and adipose tissues supporting the lacteal 
gland are considerably augmented; the lacteal glands constantly send 
off new branches; and at the end of the smallest lacteal canals 
spheroidal formations, the acini, lined with epithelial cells, and able 
to secrete milk, are developed. 

That this causal connection really exists between the first 
menstruation and the evolution of the breasts is best proved by the 
cases published in the literature, which are designated by the name 
Menstruatio Pracox, viz., cases observed in which girls of 7—8, 
nay, 3—7 years, had their first menstruation, which afterwards was 
repeated at intervals of 4—6 weeks, and persisted constantly. 

I succeeded in collecting 70 such cases from the literature ; among 
these have been sucklings of 9 months, and among all these cases 
there were only three or four in whom the already mentioned early 
manifestations of puberty have not been associated with the 
corresponding alterations of the mamme. In all the other cases 
authentic observations are recorded that besides the regular 
occurrence of the menstrual periods, the appearance of puberty has 
been completed by the well-developed breasts and pubic hair. 
Naturally these manifestations have been the result of the well- 
developed female genitals. Howitz too found 14 such cases wherein 
such early matured children became pregnant from their 8th to 13th 
year. In these girls the breasts underwent, during pregnancy and 
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child-bed, changes similar to those observed in women of the usual 
age; only in one case was the milk secretion wanting. 

Further, the menstrual period induces mammary symptoms not 
merely at its first appearance. It is generally known that with most 
women at the beginning of every menstruation the breasts become 
enlarged, sensitive and painful, and sometimes the pain radiates 
out towards the axillary groove; occasionally (Méller published 17 
such cases) a few drops of serous secretion is discharged 
spontaneously or on pressure applied to the areola. Further, the 
mammary neurosis known as mastodynia also presents itself in some 
cases during the menstrual period. Apart from this the woman is 
in good health. In some cases the mastodynia causes during 
menstruation extremely severe pain, so that the women in question 
cannot lie on the corresponding side. Perev and Copland have 
observed cases of mastodynia complicated with ovarian and uterine 
troubles. 

The condition known under the term of substitutional or 
vicarious menstruation, when women suffering from amenorrhea or 
dysmenorrhea bleed not from the womb, but from another organ, 
presents itself often in mammary hemorrhage. Out of 200 cases of 
Puech the periodical hemorrhage was from the breasts—that is to 
say, from the lacteal ducts; sometimes from both breasts, sometimes 
only from one; in exceptional cases this menstruatio devia presented 
itself in the form of suffusion under the skin of the breasts. 

Coitus itself has some influence upon the breasts. Cases have 
been observed in which every cohabitation caused contractions in the 
musculature of the nipple and its areola, which manifested them- 
selves in the so-called erection of the nipple; Busch even mentions 
a woman in whom at every cohabitation milk was discharged from 
the breasts. 

As generally known, the breasts undergo great changes during 
gestation in order to attain to the greatest degree of development in 
the time subsequent to parturition. Usually in the second and third 
month of pregnancy (sometimes earlier) the breasts grow full and 
enlarged, become softer and more pendulous, and their tenderness is 
greatly increased, particularly at the prominent nipple. These 
phenomena appear in some multipare so early that they serve as 
signs to recognise pregnancy even before the absence of the menstrual 
period can be observed. 

According to Nageli, the site of a healed mastitis which took place 
during a previous puerperium is by some women in the early stage 
of gestation—still before the absence of the menstruation and 
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previous to the evolution of other mammary symptoms— 
so tender or causes such severe pain, that this symptom can be 
considered as an early subjective symptom of pregnancy. During 
the further evolution of the breasts which is shown by the extra- 
ordinary increase of the acini, and in the hypertrophy of other tissues, 
the nipple and the areola become much darker in appearance on 
account of the considerable pigmentary deposit. The nipples also 
become more susceptible to mechanical stimuli. They readily contract, 
lengthen, and harden, whereas the areola of the nipple becomes 
smaller and more wrinkled; the so-called Montgomery glands are 
developing, and on the skin of the breasts, but particularly on the 
lower part of the breast, numerous tortuous vessels appear, giving a 
bluish tint. Finally a few drops of a serous or milky discharge, the 
so-called colostrum, may appear either spontaneously or on pressure. 

It is a noteworthy fact, which has not drawn the attention of 
physicians as yet, and the importance of which I shall yet refer to, 
that on the death of the foetus during pregnancy without its 
expulsion from the uterus, such symptoms occur in the breasts 
as arise after delivery; the breasts become still more full and 
hard, and instead of colostrum they secrete real milk. These 
appearances again recede after several days’ standing, and the breasts 
return to the condition they had before the gestation. They become 
soft, pendulous, empty; and they no longer secrete either milk or 
colostrum. From this sudden change in the breasts even Hippocrates 
inferred the death of the foetus in utero or impending miscarriage. 

Gessner made the observation that also in cases of tubal mis- 
carriage these mammary changes may be observed, and particularly 
characteristic and striking are the shrinking and softening of the 
breasts. We may be able to utilise these phenomena for the 
diagnosis of that important fact, as to whether in cases of extra- 
uterine pregnancy the fcetus is alive or dead. 

During and immediately after parturition no change appears in the 
female breasts, whereas in animals in which the breasts are located 
in the immediate neighbourhood of the genitals, by this time the skin 
is already reddened and tense over the lacteal glands, and these 
secrete colostrum more freely; the secretion occurs in animals 
possessing several pairs of breasts, first in the hindermost lacteal 
glands, later on successively in the others. From the third to the 
fifth day following birth the lacteal glands attain to their greatest 
degree of development, and they secrete real milk. In suckling 
women the breasts persist in this condition during nine to ten 
months, and only after the weaning of the child do retrograde 
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changes occur, just like those which appear in non-suckling women in 
the second week after labour. The involution is particularly 
manifested in the atrophy of the glandular tissue, in the diminution 
of the connective and adipose tissue, and in the contraction of the 
vessels. The lacteal gland remains stationary at this lower degree 
of evolution until pregnancy again occurs. In women possessing an 
abnormal number of breasts, viz., in cases of polymastia, the changes 
taking place during pregnancy and childbed occur also in these 
superfluous breasts. 

As is generally known, the menstruation ceases during lactation, 
and only after four to six weeks subsequent to the weaning of 
the child, does it occur again. If lactation still continues during 
menstruation then the quantity of milk secreted is considerably 
diminished; in some cases, even in the quality of the milk, some 
alteration may be noted. The same rule holds true also when 
pregnancy occurs during lactation. 

With regard to the diseases of the female genitals, it is generally 
known that in association with uterine myomata frequently full 
breasts can be seen secreting colostrum. Freund (H. W.) saw in 25 
out of 44 cases of myomata, colostrum discharged from the breasts. 
‘Also in the affections of the adnexa, ovaries, etc., this can be 
_ observed. But also reciprocally in case of deficient condition of the 
genitals, particularly of the ovaries (either congenital or artificial) 
the breasts are either imperfectly developed or in the pre-climacteric 
time of life they slightly atrophy. Regarding the latter fact opinions 
differ.+ 

Those diseases and conditions which involve atrophy of the 
sexual organs cause similar alterations in the breasts. Among such 
affections are :—/orphinism (Levinstein); syphilis, particularly the 
hereditary form (Claude Fournier, Rington, Williams); tuberculosis 
(Kleinwiichter); diabetes mellitus, and particularly the morbus 
Basedowii (Foote, Kleinwiichter, Hoedemaker, Cholmogoroff, Cheadle, 
Mannheim, Theilhaber).? 

Similarly the lacteal gland undergoes involution during the 
climacteric, an occurrence which is not always manifested by the 
diminution of the breast as a whole, because during the 
climacterium a deposit of adipose tissue usually takes place under 
the whole skin, and therefore also in the breast where the 
superfluous adipose tissues occupy the place of the sclerotic glandular 


1. Vide: Temesviry ; Manual of the Physiology and Pathology of Lactation 


2 Vide: Temesviry: Manual of the Physiology and Pathology of Lactation, 
1901, p. 140. 
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tissue. Between the natural, and the artificial climacteric produced 
through bilateral ovariotomy, the difference with regard to the breasts 
is that in the latter the breasts do not become pendulous, the nipple 
very often atrophies, and the areola usually loses its dark colour, and 
becomes light red. 

An interesting congenital anomaly of the breast is the so-called 
“breast hypertrophy.” This commences its evolution either at the 
period of puberty, simultaneously with the first menstruation, or 
during the first pregnancy; it is likewise in causal relation with 
the functions of the genital organs. There have been observed also 
similar hypertrophies of the breasts, which could be brought into 
connection with uterine troubles. Thus in one case Aitken found 
elongation of the cervix and endometritis. Routh, a trustworthy 
English gynecologist, observed a similar case; the portio vaginalis 
was six inches long, and it hung down like a penis when the patient 
was in the erect position. After amputation of the cervix both 
hypertrophied breasts returned to their original size. In another 
case of the same author a virgin was said to have hypertrophy of 
the breasts as the result of masturbation. 

Regarding the new-growths of the breasts, Liicke was the first who 
drew our attention to the fact that they sometimes occur during 
pregnancy, or if they have been present previously then they 
commence to grow rapidly during pregnancy. He publishes three 
such cases of cancer of the breast from his own practice. A similar 
opinion is entertained by Winiwirter and Volkmann, and one such 
case each was published by Goulden, Savory, Wilson, Thorne and 
Miller. Fischl reports a case of extirpation of an adeno-fibroma 
from the right breast of a multipara in whom the swelling began to 
grow when she was from 16 to 20 years of age, and it developed 
afresh during every pregnancy and became painful. Also Billroth 
and Quenu have observed in cases of sarcoma, rapid growth of the 
neoplasm during pregnancy. 

Finally, I may mention the therapeutical fact which was reported 
by Beatson in 1896, and has since been confirmed by several other 
English writers, Boyd, Herman, Cheyne, Donald, Edmunds, viz., 
that in cases of inoperable or recurrent cancer of the breast 
extirpation of the ovaries associated with the simultaneous adminis- 
tration of thyroidin, the mammary disease has considerably 
improved, or even healed completely. Boyd (1900) collected all 
the cases treated thus up to that time, altogether 71 cases; the 
cancerous disease was healed in 17 cases, in 12 instances thyroidin 
was also administered, whilst in the remaining 24 cases slight 
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improvement or no result was obtained. From the effects of 
castration it would be improper, because too early, to draw positive 
conclusions and because other surgeons as Paton, MacNicol, Herman, 
Williams, failed to arrive at such good results. There are even 
surgeons who have seen cancer developing in women on whom 
previously castration had been performed (Morison, Jessett, Playfair, 
Black). Thus we want further experience. It is probable, however, 
that the ovaries have some influence upon the cancerous degeneration 
of the breasts. 

I mention only, by the way, that the mastitis ensuing during 
child-bed is sometimes a complication, by metastasis, of general 
sepsis, when similar bacteria are found in the pus of the mammary 
abscess as in the uterine cavity. 

As regards now the other part of the question, viz., the mammary 
genital phenomena, these are as follows:—The stimulation of the 
nipple, particularly by sucking, causes in some women a peculiar 
feeling, inasmuch as it produces erection of the clitoris, the contrac- 
tion of the musculature of the pelvic floor, and even secretion of 
mucus in Bartholin’s glands, and in the mucous glands of the 
vestibulum, occasionally also ejaculation. 

Cases have been observed in which women suffering from second- 
ary amenorrhea had uterine hemorrhage in consequence of the 
irritation of the skin of the breasts. In one case observed by Paterson 
in amenorrhea of 2} years’ standing, a mustard cataplasm covering 
the whole breast caused first engorgement of the mamme, and after- 
wards uterine hemorrhage. 

The sucking of the nipples is apt to cause uterine contractions in 
pregnant women. In a case of Soeterik, the sucking experiments 
lasting 4 hour daily, with the object of improving badly developed 
nipples, caused the interruption of gestation in the 37th week. 

Friedreich, in 1839, starting from the observation that vesicants 
or mustard applied to the breasts cured even the worst amenorrhea, 
advocated this measure for the induction of premature labour. 

For this same reason Scanzoni applied to the nipple a cupping 
apparatus supplied with a rubber tube for suction, twice or thrice 
daily, for 2-3 hours, in a few instances with a very good result. 
Hohlsack and others failed to obtain any result with this procedure. 
On the contrary German, Langhenreich and Vogt, and quite re- 
cently M. Pfister (in three cases) succeeded with the process. 
According to the last mentioned the procedure described can be 
applied with success only in women of an irritable temperament, and 
the writer wonders why it has not gained a greater popularity. 
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H. W. Freund tried the procedure again, though with certain modi- 
fications, and he induced labour with it several times, or at least he 
succeeded in producing uterine contractions, and he thus obtained 
dilatation of the cervical canal, and the relaxation of the muscular 
tissues, so he warmly recommended this procedure as a preparative 
measure to artificial premature labour. Mollath and Sondheimer 
have proved that there are good grounds for this statement. 
Freund’s method consisted in the application to the nipples of a 
glass cup containing a sponge, which was connected with the 
kathode of a constant electric current, whilst the anode was con- 
nected with a broad plate placed upon the abdomen; the current 
applied was of 6-7 milliampére strength; the single sittings lasted 
for 25 minutes, with 5—8 minutes’ pauses. Sondheimer changed this 
procedure, inasmuch as he used instead of the electric cup an elec- 
trode twisted around with wadding, and he applied the current only 
for 5 minutes, and after 5 minutes’ pause he applied for 
5 minutes the faradic current, and after another 5 minutes’ pause he 
applied for 5 minutes the galvano-faradic current. The current was 
increased slowly, Freund does not approve of this slow raising of the 
current; the highest degree has been 12—15 milliampéres. 

Amann and Starke have not found the procedure to be effective 
enough. The former recommends it for increasing the uterine con- 
' tractions towards the end of labour, and in the placental stage, as 
well as after the evacuation of the placenta. 

Further, it is known that after parturition and during child-bed, 
particularly at its initial stage, the placing of the infant to the 
breast causes on every occasion uterine contractions and after-pains. 
Rigby utilised thisexperience also from the therapeutical standpoint, 
and in two cases of atonic bleeding, where he tried in vain irrigation 
with hot water and also ergot, he succeeded in checking the 
hemorrhage. 

At the suggestion of the late Prof. Kezmarszky I made some 
observations together with Joseph Bicker in the first Obstetric Clinic 
at Budapest. These observations led to the conclusion that on 
account of the uterine contraction in suckling women the womb 
undergoes involution more quickly than in the case of those who do 
not suckle their children. Thus we found in 131 women (within the 
first 8 days of child-bed) that the uterine measurements taken gave 
the following results: —The height of the womb in non-suckling 
women (measured from the symphysis to the fundus uteri) decreased 
by 49 em., and its width by 3°42 cm., from the first to the eighth 
day of child-bed; while in suckling women this diminution was 6°4 
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em. and 4°25 em. respectively. In the former the average daily 
diminution was 0°70 cm. and 0°49 cm., in the latter it averaged 
0°91 and 0°61 cm. It is interesting to note that in multipare, who, 
as is known, begin to give nourishment even on the first day, the 
involution of the uterus is the most considerable between the first 
and second days, whilst in primipare, who usually are able to feed 
for the first time on the second day or later, the involution of the 
uterus is the most considerable on the second day. 

Also Hansen and Miiller have found that in suckling women the 
involution of the uterus is completed in a considerably shorter period 
than in those who do not keep their children at the breast. In 
the former the womb returns to the size existing before pregnancy 
within six weeks subsequent to parturition; whilst in non-nursing 
women it takes more time, frequently 7-8 weeks. 

Pfister has also studied the direct connection between lactation 
and uterine contractions. He found the following conditions: the 
first uterine contraction commences 2-—7 minutes after placing the 
baby to the breast, and it lasts for 3-4 minutes (for 1-2 minutes the 
womb possesses the hardness of a stone); the ascending branch of the 
contraction-curve is almost vertical, and shorter than the descending 
one, as is likewise seen in the myogram of a striped muscle. If 
the infant continues to suck systematically, then the uterine con- 
traction is repeated every 5 minutes, and even after the abandonment 
of sucking several contractions are seen at irregular intervals. If 
the child sucks irregularly, then also the contractions occur but at 
irregular intervals, and after sluggish sucking movements, if the 
baby sucks again more energetically, then after 20—30 seconds the 
contraction is repeated. The rising of the milk (Milcheinschiessen) 
so exactly and thoroughly dealt with by Kehrer stands in similar 
connection with the breast-feeding functions, and it is to be at- 
tributed to the reflex hyperemia, produced by the vasomotor nerves. 
The uterine contractions called into existence by lactation can be 
noticed even on the 7—8th day. 

Frommel, Miller, Thorn, and later on also Griiner, Fraenkel, 
Skeda and Vineberg drew attention to an interesting affection con- 
sequent upon over-prolonged lactation, and this is the hyperinvolu- 
tion of the womb, the so-called “ lactation atrophy.” I have found 
this affection not at all infrequent since I began to pay attention to 
it. I have observed it more than once, even in women who have had 
the child at the breast for only a few months. The affection is 
usually of no great importance, because it regularly passes off after 


weaning, but sometimes it leads to permanent uterine atrophy.) 
1. See Temesvary’s loc. cit., p. 729-733. 
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It is also well known that during lactation usually ovulation 
and menstruation are not present. Schwab observed in two cases 
galactorrhea associated with amenorrheea, a fact which can be easily 
understood on grounds already mentioned. Again Bontemps men- 
tioned such a case in which a woman during lactation, in order to 
increase the milk secretion, took the infusion of 15 grammes of 
foeeniculum, whereupon the milk secretion was checked, but her men- 
struation commenced. He mentions, too, that the so-called 
galactogogue drugs, when taken in very large doses, have usually 
the contrary, that is a galactofuge, effect, and cause uterine bleeding. 


Howitz has observed that lactation has a favourable influence 
also on the myomata of the uterus, which can also be attributed to 
the uterine contractions, called into existence by lactation. In 
two puerpere suffering from uterine myomata, one suckled her child, 
the other did not; in the former the myoma disappeared within 
5 months, while it remained unchanged in the latter. 


Sinclair observed that the sudden weaning of the child after 
prolonged lactation may cause censiderable hyperzmia of the uterus 
and ovaries, and that it may even produce uterine hemorrhage. 


Finally I may mention that in the new growths of the breasts, 
particularly in cases of cancer, not infrequently secondary 
amenorrhea ensues. There may also be interruption of pregnancy. 


After having enumerated these observations it may be allowed to 
put the question : what causes this undeniable interaction between the 
breasts and the female genitals? The connection may be reflex, 7.e., 
mediated by the nerves, or it may be produced by the circulation in 
breasts, or reversely; and finally it may be, that a certain material 
exists, which produces the milk secretion, and which under certain 
circumstances is retained in the blood, and accumulating there, 
reaches the breast by way of the circulation, and produces the milk 
secretion. 

As to the nervous connection, first of all it may be mentioned 
that the lacteal glands are supplied with three kinds of nerves: 
sensory, vasomotor, and motor nerves; these originate partly in the 
cerebro-spinal centres. From the lower cervical nerves, and from 
the plexus brachialis (consisting of the first pectoral nerve), as 
cutanei laterales pectoris (the secondary nerves which supply the 
nipples), and as the rami glandulares of the 4—6 intercostales; 

partly from the sympathetic nervous system (with the art. thoracica 
longa, and the anterior rami perforantes of arterie intercostales). 
Thus the lacteal glands stand in connection with the genital organs 
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supplied with nerves coming partly from the sympathetic nervous 
system, partly from the cerebro-spinal centres. 

In animals in which the lacteal glands are situated in the ab- 
dominal region, the innervation of the breasts is different from that 
of the human female on account of the other topographical condi- 
tions. The breasts of these animals are supplied by the N. ileoingui- 
nalis, the lacteal gland itself again is supplied by the branches start- 
ing from the N. spermaticus externus. The upper branch of this 
(ramus superior) supplies the abdominal muscles; the middle branch 
divides into three parts; it supplies the nipple as ramus papillaris, 
sends single filaments to the vessels, and finally, together with one or 
two stronger rami glandulares it innervates the glandular substance, 
while the lower branch supplies the vessels of the gland. . 

An interesting experiment of Goltz clears up these matters very 
simply, viz., he cut across the spinal cord of a young female dog, 
at the height of the first lumbar vertebra: shortly afterwards the 
animal became pregnant, and later on it gave birth to two dead pups. 
The lacteal glands were well evolved, and the milk secretion and 
lactation took place in the normal way. On the sixth day following 
parturition the animal died, and at the post-mortem examination 
Goltz found that the spinal lesion was unhealed, i.e., the connective 
paths were totally destroyed. 

Similar experiments were made also by Ewald, in association 
with Goltz, in 1896, on a female dog, with shortened spinal cord, 
inasmuch as downwards from the third dorsal vertebra the whole 
spinal cord had been removed. The result was the same as in the 
experiment just mentioned; after the birth the secreted milk was 
chemically and microscopically of the same constitution as the 
normal milk, and the animal fed with this milk gained in weight 
570 grammes during 10 days, and in 9 days more, 800 grammes. It 
was always satisfied and quiet. Those lacteal glands, from which 
the young animal sucked, were more strongly developed than the 
neglected ones. 

Very interesting experimental facts are also noted by Routh and 
Mercier. In a case of the former a woman pregnant in the sixth 
month, had her spinal column fractured, and downwards from the 
dorsal vertebra the whole body of the woman became paralysed; the 
birth, ensuing on the 26lst day of gestation, passed without any 
pain, and afterwards the involution of the uterus, likewise the 
starting of the milk secretion, and the lactation itself were apparently 
quite normal. After the death of the woman post-mortem examina- 
tion proved the spinal column to be entirely broken (between the 
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fourth and fifth dorsal vertebra) and at this place the spinal cord 
was totally destroyed in consequence of the injury. 

In the case of Mercier, the paraplegia was caused by cancer of 
the spinal column; the parturition and puerperium as well as 
the milk secretion were nevertheless normal. All these observations 
prove that the spinal cord cannot play the réle of the connecting 
path (at least it is not the only one) between the genital organs and 
the lacteal glands. 

Other experiments have been made (Eckhardt, Rohrig, Lacont, 
Sinéty, Busch, Mironow and Pfister) in which the breasts were entirely 
freed from the influence of the nerves; in spite of this, parturition 
took place in an entirely undisturbed manner, as also the milk 
secretion and lactation. It must be mentioned, however, that the 
quantity of the secreted milk was 35—40 per cent. less than the 
normal. These experiments prove that none of the nerves, 
not even the sympathetic, are unconditionally necessary to the milk 
secretion, and they (particularly the vasomotor nerves) influence the 
secretion only on account of their action exerted upon the circula- 
tion. Note also the experiments of Rein, who cut across the 
sympathetic nerves leading to the uterus; the parturition ensued 
later on and the milk secretion and lactation took place entirely 
undisturbed. 

H. W. Freund made the observation that whereas, as mentioned 
above in the various affections of the womb and its appendages, the 
breasts become congested and secrete colostrum ; irritation of the inner 
surface of the uterus with the strong constant current for months 
caused no mammary symptoms. I have never seen any effect from 
the Apostoli method upon the breasts. 

This question has been cleared yet better by the following experi- 
mentum crucis of Ribbert. He cut off the mammary gland of a young 
rabbit, together with the skin, and sutured it into wounds through 
the skin of the ears, where the gland became firmly attached. Later 
on, when the rabbit became pregnant and gave birth to two young 
ones, the breast, sutured into the ears, secreted milk 5 months after 
the operation. . 

The experiments of Mironow and Ltibbert prove also that, not 
even the blood-vessels form the indispensable path of communication 
between the breasts and the female genitals although the connection 
itself exists, viz., by way of the anastomoses of the arteria mammaria 
externa, arterla mammaria interna, arteria epigastrica superior, 
arteria epigastrica inferior, arteria spermatica externa, and the 
arteria epigastrica inferior. 
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Another way remains, and that is the presence of some substance 
secreted by the ovaries, which substance circulating in the blood of 
the pregnant or suckling female gives origin under certain circum- 
stances to the secretion of milk. 

This supposition is supported by several positive experiments on 
animals. Thus Kehrer observed during his experiments (1889) on 
young rabbits the cessation of the evolution of the lacteal glands 
after castration. 

Knauer (1900)—similarly on rabbits—found that after castra- 
tion the mammary glands became exceedingly small, they became 
atrophied; in those cases where the ovaries have been successfully 
transplanted after castration to other places, the lacteal glands have 
retained their original size, and they have shown microscopically 
also the appearance of well-developed mammary glands. 

Halban (1900) performed these same experiments on newborn 
porpoises with similar results; the difference was only that in these, 
instead of atrophy, hyperplasia took place, owing to the defective 
development of mammary glands. In successful! ovary-transplanta- 
tion the mamme have not retained the developmental degree already 
reached, but they have undergone furiher development, so as to 
become considerably larger than they were before operation. 

These experiments undoubtedly prove to us, that in normal con- 
ditions the evolution of the breasts, and thus the milk secretion, un- 
conditionally requires the healthy ovaries, and it is very probable 
that a certain substance, which is the outcome of the internal secre- 
tion going on in the ovaries, acts upon the breasts through the cir- 
culation. This substance is necessary to the evolution of the breasts 
and to their function. This theory was first asserted by Goltz, and 
later on, also by Freund, Knauer, Halban, Pfister and Knépfel- 
macher. The nature of this is at present an enigma; we are entirely 
ignorant of its component elements. But so much is certain, 
that during pregnancy this material must be utilised in the cir- 
culation of the foetus, it is accumulated after the birth of the foetus 
in the blood of the mother, and it induces the secretion of milk. 

The hypothesis of a milk-secreting material in the blood would 
be proved only if we could either produce the suspected toxine 
or, at least, the blood serum containing it, and observe its 
effects. We could then succeed in influencing the breasts and the 
milk secretion, when it was injected into non-pregnant and non- 
suckling animals. As to the former we do not know of any experi- 


ments; the latter was tried in three cases by Knépfelmacher, but 
with no result. 
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But apart from experiment, it is undeniable that the circulation 
itself, by its increased or decreased flow to the breasts has some 
influence upon the milk secretion, as accentuated by H. W. Freund. 

This influence of the circulation is seen in the genito-mammary 
as well as in the mammary-genital phenomena. It is the nervous 
system which chiefly acts as regulator of the connection between the 
two organs. Complete removal of the breasts, made by operation 
upon women, or experimentally in animals (Paul Bert) has influence 
neither upon the evolution of the ovaries, nor upon conception. 

In producing mammary-genital phenomena the sensory nerves of 
the nipples, and probably, as Pfister says, a reflex-centre, lying in 
the spinal cord and the motor nerves of the uterus, which enter into 
the plexus hypogastricus by way of sympathetic nerves, play some 
special function. 

Several observers have made use of mammary-gland extract 
successfully in cases of uterine myomata. Thus Bell was the first 
(1898) in two cases, afterwards Schober in 9 cases, Pryor in 33 cases, 
and Crouse in 6 cases. The uterine hemorrhages have gradually 
subsided, the tumours have diminished in size, and also the 
dysmenorrhea has become less severe. Particularly striking was its 
effect on dysmenorrhea. Thrice daily 0°3 grammes have been 
given for a few weeks. According to Pryor the drug produces 
uterine contractions, and therefore it might be given with advantage 
also in uterine hemorrhage. 

These observations, if ultimately found to be right, prove that 
the lacteal gland, as such, may have some influence upon the female 
genitals, unless some constituent of the milk be the cause of the 
phenomena described. 

As a conclusion to what has been already said, we have to declare 
that the stimuli going from the genitals towards the breasts are 
produced by a certain substance, which is the product of the internal 
secretion of the ovaries, and that the blood circulation, the quantity 
of the blood flowing to the breasts, being influenced by the nervous 
system, plays only a secondary réle. In the reverse direction the 
stimulus is chiefly produced by the nervous system, and the blood 
circulation plays here a secondary part, in the form of reflex- 
hyperemia. 

However, it is undeniable that this theory cannot be considered 
as unobjectionable. We scarcely understand that well-known 
phenomenon, “imaginary pregnancy” or phantom pregnancy. 
Beyond the subjective, and the various other concomitant 
symptoms of pregnancy, we observe also the changes in the breasts, 


2 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


Temesvary: Breasts and Genitalia 525 


which go hand in hand with actual gestation, in spite of the fact 
that the uterine cavity does not contain an ovum. The single - 
relevant circumstance in such cases is that on account of the simult- 
taneous amenorrhea the substance secreted by the ovaries is not 
discharged, but accumulated in the blood, and produces similar action 
to that which is effected by the ovarian secretion accumulating 
during the amenorrhea of pregnancy. 

Kehrer drew our attention to a phenomenon analogous to 
imaginary pregnancy. He described his own experiments and those of 
others, particularly of veterinary surgeons and dog breeders. If we 
prevent a bitch, no matter whether or not it be a multipara, from 
finishing coitus, then its mammary glands begin to develop and 
become enlarged in the second month, in the normal order, and they 
freely secrete colostrum, just as if the animal were pregnant. At 
the end of the second month, counted from the disturbed coitus, the 
animal behaves just as during and after parturition. She even cries, 
as if in actual labour; she makes a bed for herself; her genitals 
freely discharge glassy mucus; and in a few hours she is again in 
the same temper as she was before anything occurred. 

We are unable to explain sufficiently why we find sometimes 
completely developed breasts, when the uterus and ovaries are 
defectively developed, or when they are entirely wanting. 

Finally I have to direct attention to those circumstances, where 
apart from pregnancy and the other conditions mentioned, milk 
secretion takes place. Though this phenomenon does not, correctly 
speaking, form a part of my subject, nevertheless I believe that I 
mav introduce it without irrelevancy at this place. Such is, e.g., the 
milk secretion in newly-born children, which may beconsidered quite 
normal, both in boys and girls. The same thing occurs in multipare, 
in virgins, in young girls, in women past the menopause, and in men. 
In the literature we find numerous such cases described by trust- 
worthy authors. 

In all these cases a certain outer stimulus, acting by the way of 
the vasomotor nerves of the lacteal gland, causes the milk secretion. 
Such stimuli are: attempts at sucking by infants, adults, and 
animals; stimulating applications to the breasts, such as energetic 
counter irritation, sinapisms, and vesicants. 
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INJURIES TO THE CHILD’S HEAD DURING 
DELIVERY.* 


By ROBERT JARDINE, M.D., F.R.S.E., Professor of Midwifery in 
St. Mungo’s College, Glasgow; Senior Physician to the Glasgow 
Maternity Hospital; Examiner in Midwifery to the University 
of Glasgow. 


In ordinary practice, depressions of the skull caused during delivery 
are not very common, but in our hospital work in Glasgow we see 
a good many of them. As a rule, they occur in contracted pelves, 
and are caused by pressure of the promontory, but I have seen two 
cases in normal pelves. In one of these the depression was very great. 
The mother’s abdomen was so pendulous that the head would not 
enter the brim. The child, which was very large, was delivered with 
axis-traction forceps. The frontal bone and part of the parietal of 
the right side were deeply furrowed. The child seemed to suffer no 
inconvenience, and was quite well when it left the hospital. The 
depression had risen a little. I cannot say what the ultimate result 
may be, but I am afraid imbecility or epilepsy may possibly develop. 

In the second case with a normal pelvis, the depression was at the 
back part of the right parietal bone, and was probably caused by the 
pressure of an ischial spine. In this case the depression has entirely 
disappeared. As a rule the frontal bone has been the one affected, 
but besides the depressions already mentioned I have seen several on 
the parietal after breech deliveries. In two of these, which I have 
been able to follow up, the depressions have risen, but are, after 
three years, still quite traceable. The children seem all right. 

Fracture may occur during delivery and yet there may be no 
evident depression. I have seen this in two cases. In the first the 
delivery was a difficult forceps case through a contracted pelvis 
(C.V. 3in.). The child seemed all right, and although there had 
evidently been considerable pressure upon the frontal bone there was 
no noticeable depression. A few hours after birth the child became 
restless, moaned a good deal, and died in 17 hours. At the post- 
mortem examination we found a fracture of the left frontal, involving 
the orbital plate. The brain was lacerated in the anterior part of 
the frontal lobe. 

In the other case the child was delivered through a pelvis with a 
true conjugate of 33in. There were no signs of respiration, but the 
“Read to the Glasgow Southern Medical Society, April 16th, 1903. 
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heart beat for five minutes. The post-mortem examination revealed 
considerable lateral compression of the head, the right parietal over- 
riding the left. There were slight hemorrhages over the frontal 
bones, and a complete fissured fracture was found in the lower part 
of the left frontal, about jin. above the orbital plate, running out 
horizontally to the coronal suture. Inside the skull there were small 
hemorrhages opposite the points of application of the forceps, as 
well as an effusion of dark, venous blood, of moderate size, lying over 
the tentorium on both sides. The following case was one of the most 
marked depressions of the frontal bone which I have ever seen. The 
mother of the child was a small, rickety woman, with a diagonal 
conjugate of 4in. Her first child had been delivered by forceps. In 
this, her second confinement, she was delivered in the same way by 
Dr. Harrington, one of my residents. I was present and gave the 
chloroform. Considerable traction was required, and as the head 
passed the promontory, we were both aware of a thud. The child 
soon cried, and seemed to suffer no inconvenience from the very 
marked depression of the left frontal bone. I applied very firm 
pressure to the head but failed to raise the depression. As the 
patient lived in a single room, and the surroundings were anything 
but sanitary, I decided to leave the chiid until the mother could 
accompany it to the hospital. The mother made a good recovery, 
and she and the child were admitted to the Maternity Hospital on 
23rd August, when the child was 11 days old. The child was quite 
well, but the depression had not risen. Next day, after Dr. 
Lindsay had taken photographs and a cast of half the head, I re- 
flected about an inch of the scalp from the back portion of the frontal 
bone, and made a small incision through the bone, about a quarter 
of an inch in front of the suture, then passed McEwen’s periosteum 
elevator between the dura mater and the bone, and raised the depres- 
sion. The incision was made away from the suture, as the dura mater 
is always adherent at the sutures, and I wished to avoid cutting 
it. The bone was fairly hard. When I passed the elevator in 
there was a gush of blood-stained serum. I was surprised at the 
amount of force required to raise the depressed bone. The wound in 
the scalp was closed with stitches. The child stood the operation 
well, but took nearly as much chloroform as an adult. The scalp 
wound healed by first intention, and the child kept perfectly well. 
There is still slight flattening of the bone, but the arch is gradu- 
ally rising. A few days after the operation the arch was well up, 
but it sank a little again. If the operation had been done immedi- 
ately after the birth, I think the arch would have been completely 
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restored. It is a recognised fact that injury to the head during birth 
may have a deleterious effect upon the brain of the child. Epilepsy 
or imbecility may develop; we should therefore attempt to relieve 
the pressure upon the brain. Dr. Munro Kerr has pointed out the 
fact that a depression of the skull may be raised by applying pressure 
to the head antero-posteriorly in an oblique diameter at right angles 
to the depression. In some cases the indented portion will rise just 
as it does in a bowler hat, but in others, as in the one just narrated, 
it will not. In this case the inner table was probably fissured, and 
that may account for the failure. It is a simple procedure and 
should certainly be tried. If it fails we should not hesitate to cut 
down through the bone and raise the depression at once. If this 
be done with aseptic precautions there is no risk to the child. A 
strong director would do to elevate the bone with. 

Besides injuries to the bones we may have other serious condi- 
tions arising such as cortical or meningeal hemorrhages, traumatic 
keratitis, hemorrhage into the optic nerve, retina, or anterior 
chamber of the eye. Sub-conjunctival hemorrhages are exceedingly 
common even in normal labours, but they are of no consequence. 
Cortical or meningeal hemorrhages are liable to cause death, and if 
the child survives there is considerable risk of permanent injury to 
the brain. We have found hemorrhages in a number of cases where 
the bones were intact. The following two cases were, I think, of this 
nature. 

Nearly seven years ago I delivered a male child by turning on 
account of prolapse of the cord. The head was large, and I had 
considerable difficulty in delivering it by suprapubic pressure and 
traction. After doing artificial respiration for half an hour I 
managed to get the child to breathe, but it was another half hour 
before natural breathing was fully established. In a few hours he 
began to have convulsions, and these continued for about 36 hours. 
I tried bromide but it had no effect, and I then resorted to chloral, 
which I repeated in 2} grain doses every 15 minutes until he had 
taken 15 grains. The convulsions, which had laterally been almost 
continuous, then ceased, and the child slept for three days. He 
could be roused sufficiently to swallow a little milk, and this was 
done every few hours. His urine, when boiled, gave off the odour of 
chloroform. He is now, at the age of seven, able to walk with 
difficulty, and can only speak a few words. He is hopelessly 
imbecile. 

The second case was that of a 12lb. child, which I delivered with 
Milne Murray’s axis-traction forceps after other instruments had 
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failed. I had been sent for to do craniotomy. This child was long 
in walking and speaking, but I think he will outgrow the condition. 
His mother does not see anything wrong with him, but I am quite 
sure his mental development has been delayed. 

In the treatment of meningeal and cortical hemorrhages there is 
very little we can do except leave the condition to nature. If there 
is a fracture we might trephine, but in cases where there is no 
fracture or depression we have no guide as to the position of the 
hemorrhage. 

Injuries to the eyes. In high forceps deliveries one blade of the 
instruments usually lies over or near one of the eyes. As a rule, 
beyond some bruising there is no injury to the part, but occasionally 
the eye is more or less damaged. In difficult deliveries the eye may 
be enucleated, but this accident is fortunately rare. I have only 
seen this accident twice, and in both cases the children were dead. 
In one of them, in which the pelvis was not contracted, Dr. Reid’s 
forceps had been used, and in the other Milne Murray’s, but in the 
latter case the pelvis was badly contracted. As I have already stated 
subconjunctival hemorrhages are quite common, even after normal 
deliveries, but they quickly disappear and are of no consequence. 
Hemorrhage into the anterior chamber of the eye is occasionally 
seen. Retinal hemorrhages and hemorrhages into the optic nerve 
may also occur. We have found these in one or two cases post- 
mortem. 

The condition to which I wish especially to direct attention is 
that of “ traumatic keratitis in the new-born,” as it has been called 
by Dr. W. Ernest Thomson, in his report of the cases to the 
Ophthalmological Society of the United Kingdom. 

On January 21st, 1901, the house surgeon in the Maternity 
Hospital drew attention to the eye of a child which we had delivered 
the night before. The child, which weighed 91lbs., had been 
delivered by Milne Murray’s axis-traction forceps, through a true 
conjugate of 3} inches. A few hours after delivery the house surgeon 
noticed that, in addition to some bruising of the right temple and 
upper eyelid, where the blade of the forceps had been applied, the 
cornea was more or less opaque. The left eye was clear. As only 
the eye which had been pressed upon was affected I concluded that 
the opacity had been caused by the pressure, and that it was not a 
congenital condition. 

Dr. W. Ernest Thomson examined the case and followed it up 
subsequently. He was of the opinion that it was a traumatic keratitis 
caused during delivery. Since the discovery of this case we have 
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been on the watch, and our vigilance has been rewarded by the 
discovery of at least half a dozen more. I have asked several of the 
former physicians of the hospital, but none of them had observed 
the condition, and yet it must have occasionally occurred. So far 
as Dr. Thomson could find no cases had previously been recorded. 
They must have been seen by ophthalmic surgeons during the early 
months of infant life, and by them considered as congenital. Dr. 
Thomson reported three cases (two of mine and one which had come 
under Dr. Andrew Wilson’s care at the Eye Infirmary) to the 
Ophthalmological Society, and since then another case has been 
shown to that Society by Dr. L. V. Cargill. 

The following are Dr. Thomson’s notes of my two cases taken 
from the recently published 22nd vol. of the Transactions of the 
Opthalmological Society :— 

Case 1. Dr. Thomson reports that on January 23rd (i.c., three 
days after birth), “there was subconjunctival ecchymosis in both 
eyes, but the left cornea was perfectly clear. The right cornea was 
hazy, to the extent of making observation of the pupil difficult, 
except on focal illumination, the opacity being slightly denser in tne 
centre than in the periphery; surface lustre was lost, and, on mag- 
nification, the opacity was seen to be rather superficial, and composed 
of flocculent, closely-packed spots. No vessels or tracks of vessels 
were visible. The pupil was active.” 

“On the 27th there was decidedly less peripheral opacity, though 
in the centre it was distinct, and the surface dull. The pupil was 
dilated, but no details of the fundus could be made out. I expressed 
the opinion that the case was traumatic and had occurred during 
labour.” On March 11th the case was again seen by Dr. Thomson, 
and he reports :—‘‘ The opacity had undergone a remarkable change. 
When last seen there had been a general corneal haze, denser in the 
centre. Now there was a white linear scar extending almost vertic- 
ally downwards across the cornea and just to the temporal side of the 
middle line, with a second sharp linear opacity parallel to it. On 
each side of the principal sharply-defined line was a haze of much 
less intensity, most marked near its centre. The surface of the cornea 
was smooth.” 

When the child was a year old, Dr .Thomson reports :—‘ The 
opacity is disappearing, but is still quite distinctly visible. The 
treatment has consisted in the use of yellow oxide of mercury 
ointment.” 

Case 2. This child, a female, weighing 7 lbs., was delivered with 
forceps through a true conjugate of 23 inches. There was rather a 
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deep depression of the left frontal bone, and the left eye bulged for- 
wards. The pupil was dilated and the reflexes gone. The right 
cornea was opaque all over. A large blood-clot soon filled the left 
conjunctival sac, and it looked almost as if the eye had been dis- 
located and destroyed, but on removing the clot the eye was seen to 
be intact, except that the cornea was opaque, but to a lesser degree 
than the right one. 

Dr. Thomson reports :—‘ When I saw the case, four days after 
birth (March 3rd) the left upper lid was swollen, and the conjunctiva 
chemotic. The cornea presented a faint haze, with very slight loss 
of polish. There was a depression in the left temple said to be caused 
by pressure of the sacral promontory. The right eye, in the neigh- 
bourhood of which the forceps blade had been applied, presented an 
appearance almost exactly similar to that described in the first case 
at a similar stage. The cornea was cloudy all over, although less so 
than in the first case, and the opacity was made up of minute discrete 
spots. Surface lustre was lost. There was no trace of corneal 
vascularity. Subconjunctival ecchymoses were present but no 
chemosis. Dr. Leslie Buchanan also saw the case at this period, and 
agreed in the diagnosis of traumatic keratitis. 

“On March 11th, eight days later, the child was seen again. 
The left cornea, which at first was only slightly hazy, now presented 
a linear scar in almost exactly corresponding position to that in the 
right eye of the first case. Its density was hardly so great, and it 
was slightly further to the temporal side. The right cornea was 
quite different. When first seen, the opacity was uniformly over the 
cornea, and rather less in density than the early opacity of the first 
case. Now it had become very much denser; so dense that the pupil 
could only be made out with great difficulty. This patient has not 
been seen again.” 

In Dr. Wilson’s case there was a similar opacity. It was first 
seen five weeks after delivery, and recognised as similar to my cases. 
The delivery had been a difficult forceps one through a contracted 
pelvis. 

In Dr. Cargill’s case a similar condition existed. The child had 
presented by the brow and had been delivered with forceps. 

In one of my last cases we were unable to resuscitate the child, 
although its heart beat for some time. The delivery had been 
through a C.V. of 34 in. in the Walcher position. There was prob- 
ably a hemorrhage into the brain. The opacity of the right cornea 
was very dense, as seen immediately after delivery. Drs. Thomson 
and Leslie Buchanan examined the eye microscopically, and they 


4 
5 
4 
4 
4 


536 Journal of Obstetrics and Gynzcology 


have furnished a detailed report of the condition to the Ophthal- 
mological Society. They found that the posterior elastic lamina of 
the cornea was ruptured in several places, and that there was a 
certain amount of laceration of the posterior layers of the corneal 
tissue proper. The opacity seemed to be due to the action of the 
aqueous upon the corneal tissue. The fractures of the posterior 
elastic lamina were vertical in direction, hence the vertical bands 
of dense opacity. 

Dr. Thomson has recently been appointed ophthalmic surgeon to 
the Maternity Hospital, and he is carefully investigating all abnorm- 
alities in the eyes of the new born. I am confidently looking forward 
to valuable results from his labours. 
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CASE OF PRIMARY TUBERCULOSIS OF THE 
CERVIX UTERI, FOR WHICH VAGINAL 
HYSTERECTOMY WAS PERFORMED. 


By W. H. B. BROOK, M.D., F.R.C.S., Surgeon to the Lincoln 
County Hospital. 


(Read at the Obstetrical Society of London, May 6th, 1903.) 


Mrs. A., aged 50, was seen on February 20th, 1903, complaining of 
leucorrheea, pain in the sacral region, and loss of flesh for the past 
two months. She had had one child at the age of 21, and four mis- 
carriages, the last 12 years ago, after which a pessary was worn for 
about a year. Five years ago the uterus had been curetted for endo- 
cervicitis. Since that time she has suffered several times from 
cervical catarrh, but she always came at once for examination and 
treatment, having a great fear of cancer, from which some friend of 
hers had died. A mixture containing iron, bromide of potassium 
and nux vomica always had a good efiect. The last time that she 
had been previously seen was on March 21st, 1902, when a note was 
made that “ nothing abnormal was discovered.” The catamenia had 
been irregular for the last three years, being last seen at the end of 
December, 1902. They had never been excessive, nor had there ever 
been any loss except at the period. 

Previous history. Influenza 12 years and pneumonia 9 years ago. 
Her own statement is that she has been ailing all her life, but with 
respect to this her neurotic temperament must be taken into con- 
sideration. 

Family history. Mother died of phthisis aged 40, as also did 
brother aged 36. The patient’s husband, a farmer, is a strong, 
healthy man. 

Condition on February 20th, 1903. She was a sparely-built, 
active woman, of a decidedly neurotic temperament, hair very grey, 
complexion sallow, suffers from constipation. The lungs, heart and 
kidneys appeared to be healthy. Nothing abnormal was detected on 
examination of the abdomen. 

On vaginal examination there was a certain amount of leucorrhea. 
There was a circular ulcer the size of a sixpence on the anterior lip 
of the cervix extending into the external os. Its edge was sharply 
defined, the surrounding tissue appearing slightly raised, the surface 
was rather granular, ragged and pitted, and somewhat pale in colour. 
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There was no induration of the cervix, which did not bleed on 
examination more readily than usual, nor was the surface of the ulcer 
friable. The uterus was not enlarged, and was freely movable; no 
enlarged glands could be detected. 

Although the appearance of the cervix was not typical of car- 
cinoma, yet it was so unlike a simple eversion, resembling rather a 
patch of lupus vulgaris, that a small piece was sent for examination 
to the Clinical Research Association, who reported that although 
the portion sent was too small for a thoroughly satisfactory examina- 
tion, yet, so far as could be ascertained the lesion was of a tubercular 
nature. 

On March 12th, under chloroform, the whole of the affected area 
was excised, iodised phenol being applied to the endometrium and 
cervix. As no evidence of tubercle could be found elsewhere this 
must have been a primary lesion. 

On March 26th the cervix presented the same appearance of an 
indolent ulcer with sharply cut edges, and a depressed ragged sur- 
face, but now the posterior lip was affected as much as the anterior. 
It was therefore decided to extirpate the uterus, but on the dav fixed 
for the operation the catamenia reappeared, the flow being perfectly 
natural in character. 

On April 4th, the uterus was removed by vaginal hysterectomy, 
the broad ligaments being secured by pressure forceps. As the 
ovaries appeared healthy they were not removed. There was re- 
markably little hemorrhage from the cut vaginal mucous membrane, 
due I think to the administration of chloride of calcium for some 
days beforehand. The vagina was lightly packed with iodoform 
gauze which was changed the next day. The pressure forceps were 
removed at the end of 48 hours. 

The patient made an uneventful recovery, and has now put on 
flesh and looks in better health than she has done for some months. 
Remarks. This case is of some interest as an instance of primary 
tuberculosis of the cervix, viz., tuberculosis of the cervix occurring 
in a patient who shows no signs of any tubercle elsewhere, not even 
the vagina being affected. 

In the Transactions of the Obstetrical Society for 1902, a case is 
reported by Dr. Lewers, who refers to two other instances, and in the 
same volume are the notes of two cases recorded by Dr. Horrocks and 
Dr. Croft. As to the treatment which was adopted, Professor Pozzi 
in his Treatise on Gynecology, vol. iii., p. 142, says that: “ There 
should be no hesitation in performing hysterectomy even for a very 
circumscribed ulceration of the cervix if the diagnosis be certain ;” 
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and Dr. Lewers (op. cit.) says: “that given a case of primary 
tuberculosis of the cervix, where there is reason to believe there is 
no tubercle elsewhere, vaginal hysterectomy is the right treatment.” 
Considering, however, the similarity between the lesion in these cases 
and that of lupus, and the value of the application of the Réntgen 
rays in the latter disease, it is a question whether we ought not to 
adopt that method of treatment, care being taken, however, not to 
lose valuable time in so doing. 

On examination the disease was found to be limited to the cervix, 
extending half an inch up the canal, the body of the uterus being 
healthy. Typical multi-nucleated giant cells were seen in the sub- 
mucosa of the cervix. 


DeEscRIPTION OF DRAWINGS. 


I. Condition of the cervix when first seen on February 20th, showing 
a depressed ulcer the size of a sixpence on the anterior lip, extending into 
the os externum. The margin of the ulcer is sharply cut, the sur- 
rounding tissues being slightly raised. 

II. Condition of cervix (after removal of the uterus on April 4th). The 
ulcer has now extended over the posterior as well as the anterior lip. 

III. Section of cervix showing columnar epithelium, and two giant cells 
in the submucosa. x 160. 

IV. Portion of the same section x 844, showing a multinucleated giant 
cell surrounded by epithelioid cells. 

V. A similar giant cell. x 800. 
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ON CHOREA IN PREGNANCY.* 


By CECIL WALL, M.A., M.D. (Oxon.), M.R.C.P. (Lond.), Medical 
Tutor, London Hospital, and H. RUSSELL ANDREWS, 


M.D., B.S. (Lond.), M.R.C.P. (Lond.), Obstetrical Tutor, London 
Hospital. 


Ir is our object to-night to invite discussion upon a few problems 
which arise from a consideration of a series of cases of chorea occurr- 
ing in association with pregnancy. It is impossible in the time at 
our disposal to deal with the subject at all fully; we propose there- 
fore merely to raise certain points which still seem to require elucida- 
tion. All but one of the cases were patients at the London Hospital ; 
many of them were seen by one or both of us in our capacity as 
registrars to the Hospital. We have to thank the physicians who 
had charge of the cases for their kind permission to use the notes. 

It has often been observed that the movements of a choreic 
patient are closely akin to those normally employed in the expression 
of the emotions. In a young child, before the highest centres have 
developed co-ordinating control, such movements are alone present; 
it is only by a process of education that the spontaneous movements 
of early infancy become co-ordinated, and thus enable voluntary 
purposive action. Whatever view be taken of the etiology of the 
chorea of childhood, it must be admitted that there are strong 
grounds for the supposition that as Dr. Warner holds, the 
spontaneous movements represent a reversion to an antecedent stage 
in the development of the functions of the nervous system, such 
retrogression being due to the impairment or removal of the more 
recently developed controlling and co-ordinating mechanism. 

It is not necessary here to discuss the reasons for localising the 
lesion associated with chorea in the cerebral cortex; such a localisation 
is now almost universally admitted. It is not, however, so clear 
whether this lesion is irritative or paralytic. An irritative lesion of 
the motor cortex is conceivable, but it is difficult to explain in this 
way either the type or the chronicity of the movements met with in 
chorea. On the other hand a paralytic lesion affecting in the first 
instance the highest and most recently developed centres, is not only 
conceivable but also offers an easier explanation of many of the 
phenomena. The removal of the co-ordinating and controlling 
mechanism permits the spontaneous activity of the lower centres, 

* Read before the Medical Society of London, May 11th, 1903. 
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which is so noticeable before that mechanism has developed. This 
paralytic theory, as it may be called, explains more plausibly than 
the irritative theory the resemblance of choreic movements to those 
normally employed in the expression of the emotions, their long 
duration, with an ultimate tendency towards recovery, and the fact 
that at times they become habitual, and may then be improved by 
re-education. This theory, too, alone offers any explanation for the 
narrow age limit within which ordinary cases of chorea develop; it 
is the age during which the stability of these highest centres is being 
established, and during which their functional activity may very 
readily be impaired. Chorea, moreover, is not merely a disease of 
the motor functions of the nervous system; even in the young child 
it is very noticeable how small is the power to control the emotions, 
and in older patients there is a great liability to attacks often termed 
hysterical, or even to outbursts of emotional insanity more usually 
maniacal than melancholic—conditions to be easily explained by a 
theory of reversion. 

Still more in dispute is the nature of the agent which affects the 
cortex; the close assocation of the disease in many instances with 
rheumatism has suggested that it is truly rheumatic—the result of 
capillary embolisms as Kirkes supposed, of fibrous new formations as 
Cheadle suggested, of the local presence of rheumatic micrococci as 
Paine and Poynton hold, or of the presence of toxins in the circulat- 
ing blood, or the disease, when associated with rheumatism, may be 
para-rheumatic, that is the debility of the rheumatic toxemia impairs 
the activity of the centres which are most unstable because they are 
latest developed. This last theory is compatible with the view that 
though most cases are rheumatic in origin yet some may be associ- 
ated with other similar depressing influences. 

In the endeavour to elucidate the true nature of chorea it was 
found necessary to investigate those cases which occur outside the 
ordinary narrow age limit; the result of an investigation into one 
group of such cases, viz., that in pregnancy, we present to you to- 
night. In the first instance it has to be decided whether these cases 
are truly choreic; it seems necessary in most cases to answer in the 
affirmative. The movements are large, irregular, spontaneous, fre- 
quent, not forceful, not repetitive, exaggerated on excitement, but 
often by a supreme effort of will brought partly under control; in 
distribution they generally affect the whole body, but often one side 
in excess of the other. In fact, no distinguishing feature can be 
determined which points to any difference from the movements of 


Sydenham’s chorea. Emotional attacks are common and sometimes 
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temporary attacks of emotional insanity occur. Movements of a 
different type may also occur in pregnancy and for want of a better 
name are called hysterical; such movements are generally regular 
and repetitive, requiring some force in their restraint, and are 
exaggerated on attracting attention to the part; in distribution they 
‘are more often monoplegic than hemiplegic or general. 

In the second place it is necessary to enquire why pregnant 
women are more liable to the disease than others of the same age. 
It is a matter of common observation that during pregnancy a 
woman has less power to control the expression of her motions than at 
other times. She is, as it were, temporarily reduced in this respect 
to the evolutional stage of childhood. The cause of this reduction is 
obscure ; it has been ascribed to a special toxeemia associated with the 
pregnant state; for this view, however, there is no favourable positive 
evidence. The nearest approach to a satisfactory explanation is to be 
found in the suggestion that during pregnancy the greatest metabolic 
activity is required elsewhere than in the brain and that therefore 
the more lately acquired functions tend to be temporarily in abeyance. 
Granting this hypothesis, that during pregnancy the power of emo- 
ticnal control reverts to the degree found in the child it follows that 
chorea may be anticipated in circumstances similar to those associ- 
ated with its occurrence in childhood. 

Rheumatism is undoubtedly in the majority of cases associated in 
some way with the chorea of childhood. So too, during pregnancy, 
rheumatism may play some part in the etiology of chorea. Buist 
found a personal history of rheumatism in 45 out of the 226 cases that 
he analysed. In our own cases the statistics show that at least 16 
out of 37 patients had previously suffered from some form of rheuma- 
tism. Twelve more had chorea in childhood without any other rheu- 
matic manifestation. Confirmatory testimony as to the influence of 
rheumatism can be found in such cases as that of Alice S——, who 
was in the London Hospital in 1900, under the care of Dr. Stephen 
Mackenzie; as a child she had four attacks of articular rheumatism 
and four attacks of- chorea. Her first two pregnancies were 
apparently normal; between the second and third pregnancies she had 
two attacks of acute articular rheumatism and in her third pregnancy 
developed chorea. 

Buist found that chorea had occurred previously in 66 cases out 
of 226 individuals. In our own statistics 23 cases out of 387 
individuals had previously suffered from the disease. 

Antecedent chorea may suggest a rheumatic taint, but cannot be 
taken as conclusive evidence. Even if it be granted that the first 
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attack of chorea was rheumatic in origin it is conceivable that subse- 
quent attacks may be due not to a recrudescence of the rheumatism 
but to a resultant instability of the controlling centres. 

In examining cases of chorea in childhood it at once attracts the 
attention that the majority occur in bright and intelligent children, 
and in this group of cases a personal history of rheumatism is ex- 
tremely common. A small majority, however, show signs of mental 
and physical maldevelopment; in these the mental deficiency may be 
roughly guaged by the lack of progress at school provided that ill- 
health has not been responsible for irregular attendance; associated 
with the mental deficiency some physical defect is not infrequently 
found; the head may be small, the jowl large, the palate highly 
arched, the lateral incisor teeth abnormally large, or there may be 
some more gross developmental error. 

So too, in pregnancy, defective mental development seems at times 
to vie with rheumatism and previous chorea as one of the predisposing 
factors rendering the patient liable to an attack of chorea. 

As an example of this condition may be cuoted the case of Lilian 
L——, who was in the London Hospital recently under the care of 
Dr. Gilbart Smith. She was 21 years of age, and unmarried. She 
was microcephalic, the horizontal girth of the head being only 20 
inches. Her mother was an epileptic. She left school at the age of 
14, and had then only reached the fifth standard. There was no 
history of rheumatism in herself or in any member of her family. 
She became pregnant in October, expecting to be married at 
Christmas; circumstances prevented the marriage, and early in 
February the movements commenced. There can be but little doubt 
that the determining cause was anxiety working upon an ill-developed 
brain. 

The determining cause for chorea is not infrequently to be found 
in worry, for which the pregnancy is the chief cause; in the case 
quoted the worry was determined by the illegitimacy. In another 
case seen by one of us with Dr. Marsh, the worry was determined 
by the fear of a difficult labour; here the predisposing cause was 
previous chorea, of which she had had two attacks as a child; 
in her first pregnancy abortion occurred at the sixth month and 
there was no chorea. During the 5th month of her second pregnancy 
she was seized with the idea that she would have a difficult confine- 
ment, and would not recover. Shortly afterwards choreic movements 
commenced and soon became very violent, necessitating complete 
confinement to bed. A thorough examination followed by a dog- 
matic statement that there was no need for fear, was soon followed 
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by a diminution in the movements which, however, persisted to a 
slight degree until about three weeks after delivery at full term. 

Another example can be found in the case of A.A., a Jewish girl 
of 18, who had been forced into marriage against her will. Two 
months after marriage, when she was 2} months pregnant, the 
movements commenced. In this case no history of rheumatism or 
previous chorea could be traced. 


Again, Lucella D. was admitted to the London Hospital in 1893, 
suffering with her first attach of chorea, which occurred during her 
seventh pregnancy. There was no personal history of rheumatism, 
but her mother is said to have died of heart disease. The deter- 
mining cause seems to have been worry, resulting from the fact that 
her husband had been out of work for six months, and the con- 
sequent dread of increasing an already large family. The case is 
also of interest in that during the attack she had two brief periods 
of melancholia, the first lasting three days and the second a week, 
and during these periods the movements ceased. 


If insanity occurs during chorea it seems to be of the emotional 
type, and more often maniacal than melancholic; intellectual in- 
sanity does not seem to be at all common, if it be ever found. Some- 
times a violent shock may act instead of a more prolonged worry.; 
thus Alice M. W., a married woman of 24, who had had chorea as a 
child, developed a second attack when 24} months advanced in her 


second pregnancy, as a result of seeing a drunken man attempt to 
cut his throat. 


To conclude, firstly, chorea in pregnancy seems to be determined 
by mental display, overstrain or shock. Secondly, the determining 
cause is only effectual when it acts upon a brain whose power of 
control is somewhat lowered by the pregnant state, and in addition is 
unstable in consequence of (a) antecedent chorea; (b) antecedent 


rheumatism or other similar debilitating condition; (c) a defect in 
development. 


Anatysis or 40 Cases or OccurrinG In 37 Precnant Patients. 


Chorea occurred in the first pregnancy in 18 cases. 


In 10 cases the first pregnancy was not attended by chorea, but chorea 
occurred in later pregnancies. 

In six cases chorea recurred in subsequent pregnancies. 

There was a history of previous chorea in 23 patients. 

In 11 of these there was no other rheumatic manifestation. 

There was a previous history of rheumatism without chorea in five patients. 
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There was no previous history of chorea or rheumatism in nine patients. 
Month of pregnancy in which movements began :— 

1—2 2—3 3—4 4—5 5—6 6—7 7—8 8—9 

4 6 4 8 6 6 2 2 
105% 158% 105% 21% 158% 158% 52% 5:2% 
Five of the 37 women were unmarried. 

There were two spontaneous abortions. Both these cases were fatal. 
There were five fatal cases among the 40. In two of these abortion was 
induced, and in two there was spontaneous abortion. 


Usual course of the disease. In the majority of cases pregnancy 
continues undisturbed and results in natural albour. The tendency 
to the occurrence of spontaneous abortion has been exaggerated. 
Barnes’ cases, published in vol. x. of the Transactions of the Obstet- 
rical Society of London, show that spontaneous abortion occurred in 
172 per cent. of 58 cases. In Buist’s carefully tabulated 255 cases 
spontaneous abortion occurred in only 24 cases, 7.e., 9°4 per cent. 
In 21 cases, or 8°2 per cent., spontaneous premature labour occurred. 
According to Dr. Malins, in the April number of this Journat, and 
also to other authorities, 1 in 6 of all pregnancies (or 16°6 per cent.) 
terminates in abortion. Some authorities give the proportion as high as 
lin 5. It will be seen, therefore, that in Barnes’ cases the percentage 
of abortions was only a fraction above the normal, 17°2 against 16°6. 
In Buist’s cases the percentage was much below the normal. This 
may possibly be explained by the facts that in a few cases abortion 
was induced, and that some of the patients who died early in 
pregnancy might have aborted if they had lived longer. 

In McCann’s series of 32 cases in which there was no interference 
there were six spontaneous abortions, i.e., 18 per cent. In our own 
series of 40 cases, none of which have been reported previously, there 
were only two spontaneous abortions, 7.e., five per cent. 

Where the percentage of spontaneous abortions is very small in a 
series of cases of chorea in pregnancy it must be remembered that in 
many cases chorea does not appear until the common time for abor- 
tion is past, and also that chorea is most common in primigravide. 
Without wishing to lay stress on the value of statistics, we think that 
the above facts, so far as they go, tend to show that there is not any 
great tendency to spontaneous abortion in cases of chorea in preg- 
nancy. 

The importance of insanity has, we think, also been exaggerated. 
Among Buist’s 255 cases were only 11 cases of insanity, usually 
mania. In only two cases was the presence of hallucinations noted. 
In one only were there delusions, and in this case there was also early 
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phthisis. Four out of the 11 were fatal cases. Attacks of transitory 
emotional insanity are probably common, and not of grave prognostic 
significance. Among the five fatal cases in our series only one was 
maniacal. 

In saying that the importance of insanity has been exaggerated 
we mean the importance of this complication as an indication for 
active treatment, or as a guide in forming prognosis. 

In subsequent pregnancies there is not necessarily chorea. One 
patient in our series had no chorea in 11 pregnancies (7 of which 
ended in abortion) between the Ist and 13th pregnancies, in each of 
which she had chorea. Another patient had chorea in her Ist and 
3rd pregnancies, while in her second pregnancy she was free from 
chorea. 

Treatment. The treatment of chorea in pregnancy, as of ordinary 
chorea, consists chiefly in insuring quiet and sleep, and providing 
good nursing and full feeding, especially with carbohydrates. Light 
massage is in some cases exceedingly useful in procuring sleep, thus 
doing away with the necessity of giving sedatives. If a cause can 
be found, such as anxiety or worry, it must be removed, and some- 
times by its removal a cure is speedily effected. In one of our cases 
the patient was extremely nervous about her condition, and her 
anxiety was increased by the evident alarm of those around her. 
Impressing on her the facts that she was not dangerously ill, that the 
movements would in all probability pass off in at most a few weeks, 
and that her pregnancy would probably continue undisturbed to end 
in a normal labour, produced great improvement in a few days. One 
very important practical point, often overlooked, is that the cause of 
refusal of food is not uncommonly to be found in the presence of 
an exquisitely tender dental ulcer. 

Treatment by bromide of potassium is probably bad altogether. 
Statistics are not of great value as regards drug treatment, but what 
evidence there is seems strongly adverse to bromides. It is certainly 
possible to stupefy the patient or render her paralytic by large doses 
of bromides, but the good gained by subduing the movements is quite 
outweighed by the danger to life involved in this method of treatment. 
If a sedative is needed chloral hydrate or chloralamide are prob- 
ably the best. These drugs need not be given in large doses as a 
rule, nor need they be frequently repeated. Opium, as is generally 
admitted, is unsuitable for use in these cases. Small doses frequently 
increase the movements without procuring rest, while large doses are 
dangerous to life. Alcohol is in some cases exceedingly useful, but 
should not be given if continued doses of arsenic are being ad- 
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ministered. Of these two drugs we consider alcohol by far the more 
important. 

Induction of abortion or premature labour is recommended in 
most test-books as the treatment of severe cases. In the cases col- 
lected by Buist spontaneous abortion and spontaneous premature 
labour were followed by death in 33 per cent.; induced abortion and 
induced premature labour were followed by death in no less than 
43 per cent. of cases. At least 5 of the 9 fatal cases of induction died 
of sepsis. In these cases the abortion or premature labour, instead 
of having a favourable effect on the case must be looked on as being 
partly if not largely responsible for the fatal ending. Among our 
own cases abortion was induced three times. Two of the three 
patients died. Since 1895 abortion has not been induced for 
chorea in the London Hospital. It is difficult to judge of 
the value of induction of abortion from published cases because it is 
impossible to say what proportion of the cases which died after this 
method of treatment would have died without it. It is probable that 
the mortality after induction of abortion will be diminished by more 
careful antisepsis, but even if this be granted, we contend that this 
method of treatment is seldom needed and frequently fails to save 
life. As indicated above we do not consider that mania can in itself 
be considered an indication for induction of abortion. 

In the majority of cases rest, full feeding, freedom from worry 
and anxiety, and sleep, if necessary assisted by chloral, produce such 
diminution if not cessation of movements that induction of abortion 
need not even be considered. 
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OBSERVATIONS OF THE RELATIONSHIP OF 
THE MATERNAL AND TEM- 
PERATURES. 


By S. GURNEY CHAMPION, M.D., C.M. (Edin.), L.M. (Coombe), 
late Clinical Clerk to the Coombe Hospital, Dublin, 


Tue temperature of the child immediately after birth is stated by most 
observers to be about the same as that of the mother, or a little higher. 

The object of the communication which forms the subject of this paper 
is to establish the amount of variation of the readings of the thermometer 
when inserted simultaneously in the rectum of the mother and of her child 
immediately after, or, if possible, during birth. 

Specially selected half-minute thermometers were used which had been 
previously certified at Kew. In thirty-three cases comparative thermo- 
metric readings have been obtained. Two of the cases were breech presenta- 
tions; one was a case of twins, both presenting by the vertex, while the 
remainder were cases of cephalic presentation. 

In thirty-one cases the child’s temperature exceeded that of the mother, 
the greatest variation was 1°6° F., the least variation was 0°6° F. 

In one case the temperature of the child was 0°6° F lower than that of 
the mother, while in the remaining case the two readings coincided. 

The mean variation in the total cases was 1°0° F, that is the average 
amount by which the child’s temperature exceeded that of its mother. 

The temperature of the child at birth varied between 97°4 and 101°2° F, 
the average being 99°6° F. 

The temperature of the mother varied between 96°4 and 100°2° F, 
the average being 98°6° F. 

The greatest variations (16 and 1°4° F) between the two readings 
were observed in the two cases where the breech presented, thus affording 
an opportunity of recording the rectal temperature before complete birth. 
Immediately after the complete expulsion of the child, in both cases, the 
thermometer registered a fall in temperature of 0°5° F. In all the cases, 
excepting one where no change took place, there was a rapid fall in tem- 
perature during the course of the fifteen to twenty minutes immediately 
subsequent to birth, the celerity of the fall was particularly marked often 
as much as 2°0° F was noted to occur at the end of the first five minutes 
of extra-uterine life. In nearly three-fourths of the cases after an interval 
of fifteen minutes the mercury remained stationary below 95° F. 

In the total cases the average fall of temperature was 3°6° F, in one 
case there was a fall of 5°6° F. 


The maternal temperature during the twenty minutes succeeding birth 
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was also observed, but beyond an occasional fall of three or four points it 
was unaffected. 

From these observations it is, I think, reasonable to conclude that the 
temperature of the foetus in utero is higher than that of the mother. The 
exact amount of disparity it is impossible to determine, because, during 
the process of expulsion of the child its temperature is already beginning 
to fall, the result of loss of heat by radiation from the skin; nevertheless, 
immediately after complete birth the rectal temperature of the child still 
shows an average excess of 1°0° F over that of the mother. The raised tem- 
perature never persists, but immediately and rapidly falls in the next 
fifteen to twenty minutes. The heat loss must undoubtedly have occurred 
from the skin and by the lungs. In no case was a bath administered to 
the child until after the observations were concluded. 

I am indebted to Sister Kathleen, of the Coombe Hospital, for most of 
these observations, which she kindly took for me. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Clinical and Experimental Studies on the Monthly Crises 
during Pregnancy. 


Paout (G. DE). Archivio di Ostetricia e Ginecologia, Jan., 1903. 


Tue writer has made a study of the various morbid and functional 
changes which occur during pregnancy at periods corresponding to 
the menstrual epochs. 

Nervous system. The nerve reflexes are modified during preg- 
nancy in various ways. ‘The superficial reflexes are diminished, 
except the abdominal reflex which is slightly increased, especially in 
primipare. The deep and tendon reflexes, especially the patellar, 
are increased, but the pharyngeal and the pupillary reflexes are 
diminished. Electrical excitability is also lessened. All these 
changes are most marked at times corresponding to the menstrual 
periods; and there are also psychical changes such as melancholia, 
irascibility, somnolence, lassitude, vertigo, fainting fits, neuralgia, 
headache and toothache. 

Respiratory system. There is a diminution in the pulmonary 
capacity and respiratory force. In the intermenstrual periods the 
mean respiratory rate is 20 to 26 per minute. During the days 
corresponding to the periods the mean respiratory rate is 20—30 per 
minute. In two cases in which no pulmonary lesion could be found, 
the respiratory rate at this time was 40—45 per minute. 

Circulatory system. The blood pressure gradually increases to- 
wards the end of the 9th month. At the menstrual dates there is a 
marked diminution in blood pressure. During the days immediately 
before parturition the pressure rises very rapidly. 

Alimentary system. The absorptive power of the stomach is 
diminished at the menstrual dates during pregnancy, and there is 
some gastro-intestinal atony. The glycogenic function of the liver 
is diminished. 

Urinary system. Besides a diminution in the amount of urea 
there is a smaller quantity of urine passed at the monthly crises. The 
specific gravity varies, but not in proportion to the amount of urine 
voided. 

Temperature. At the menstrual dates there is an increase in 
body temperature, especially in the vagina. 


| 
: 
4 
a 
4 
4 
4 
; 
‘ 
4 
; 
3 


Current Literature: Obstetrics 559 


Cutaneous system. At the menstrual dates there is an increase 
in the pigment spots associated with pregnancy, with occasional 
erythematous outbreaks. In four cases a skin eruption appeared 
during the menstrual days. 

Pathological phenomena. Fainting and hysterical fits are common 
during pregnancy at the menstrual dates. <A girl of 19 who, before 
pregnancy, had epileptiform seizures, with headache, precordial and 
pelvic pain at the periods, had all these symptoms in a much 
aggravated degree at the menstrual epochs during gestation. The 
nervous system seems predisposed to morbid manifestations at these 
dates. In three severe cases of eclampsia the convulsions began 
during the eighth menstrual period, in two cases, and in one at the 
ninth. Ten women with albuminuria showed an increase of albumen 
in the urine at the menstrual dates, though they were on a strict 
milk diet. In two cases of osteomalacia there was an increase of the 
pain in the bones and a diminution of the urea in the urine, at the 
periods. Varicose veins, and edema of the lower limbs were always 
worse at the menstrual times. In five cases of cardiac disease the 
writer observed an increase in the local and general disturbances, 
and in one there was hemoptysis of cardiac origin at the periods. 


As has always been known, abortion and premature labour are very 
apt to occur during the menstrual days. 


R. W. MaAckenna. 


Vaginal Czsarean Section for Uncontrollable Vomiting in 
Pregnancy. 


EnrenporFer (E.). Zentralblatt fiir Gynik., April 18th, 1903. 


A paper dealing with the technique of vaginal Cesarean section 
appeared in the Zentralblatt last December, in which Bumm gave a 
tabular review of some forty cases in which this procedure had been 
carried out. The indication for this operation was carcinoma cer- 
vicis in the majority of cases, but it had been performed twice for 
scar-stenosis of the cervix, twice for heart disease, seven times for 
eclampsia, twice for unsuccessful attempts at inducing abortion, 
once for nephritis, once for bleeding due to placenta previa, once 
for chorea, once for vomiting in the sixth month of gestation, and 
once for a similar reason in the fifth month. 

A resumé of Ehrendorfer’s case, of which he gives the fullest 
clinical details, is as follows: —The patient’s age was twenty-three ; 


for six years she had been subject to severe bronchitis. In disposi- 
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tion she was extremely nervous and liable, when upset, to attacks of 
vomiting and cough. Sickness after food set in during the third 
month of pregnancy, and became very severe, It was accompanied 
by great salivation and coughing, also with a nocturnal rise of 
temperature but no sweating. There was some dulness over the 
right lung, and rales were detected on auscultation. The salivation 
became extreme, more than a litre of saliva was collected daily. 
Membranous enteritis intervened. After a month’s palliative treat- 
ment, the cervix was examined under an anesthetic, the uterus was 
strongly anteflexed, and the cervix very long. An attempt at 
dilatation by metal instruments showed that the cervical tissue was 
very dense and undilatable, so that only a small plug of iodoform 
gauze could be inserted above the internal os. During the following 
week the patient’s condition became much worse and delerium set in. 
The cervix was then separated from the bladder, and the anterior 
wall of the cervix and toa slight extent the uterine body, were split in 
the median line by scissors. After rupturing the membranes there 
was a rush of arterial blood into the cavity of the uterus. The 
foetus was quickly removed, and whilst friction was applied to the 
fundus the placenta was cleared out and then the cavity wiped with 
sterilized gauze. 

The wound was next firmly closed and the hemorrhage ceased. 
A gauze-drawn was placed in the vagina but not in the uterus. 
Koch’s subcutaneous infusion of saline was employed, and in thirty- 
six hours sickness and salivation ceased. The fever soon subsided, 
the pulse improved, and the cough disappeared. The gauze was 
removed four days after the operation, the lochia were slight. Three 
weeks later the patient began to move about and two years after- 
wards was in the best of health. 


LOCKYER. 


The Ovular Theory of the Origin of Puerperal Eclampsia. 
Poriti (G.). Archivio di Ostetricia e Ginecologia, February, 1903. 


THE writer reviews the many theories that have been suggested as to 
the cause of eclampsia, and records some experiments he has per- 
formed with a placental extract made by Wolldridge’s method with 
normal salt solution. The first placenta was from a pluripara, age 26, 
who had had several eclamptic fits. The placenta showed numerous 
old and recent infarcts. He prepared an extract from the placenta 
and mixed it with a 1 per cent. solution of carbonate of soda in the 
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proportion of twenty centigrammes of extract to five centigrammes 
of the soda solution. The mixture was then filtered and sterilised 
in an autoclave, and 25 centigrammes of the alkaline extract was 
injected into one of the marginal veins in the ear of a rabbit weighing 
one and a half kilos. The rabbit bore the injection of the first fifteen 
centigrammes without apparent discomfort, but as the quantity in- 
creased it began to exhibit signs of dyspnea. After the injection 
there were some very short spasms, followed by great prostration. In 
fifteen minutes the animal died with great dyspnea. On dissection 
the lungs were very pale, the heart was in systole, the left ventricle 
was almost empty, while the right contained a large clot. There was 
a long thrombus occupying almost the whole length of the descending 
vena cava. The other veins contained fluid blood. The liver and 
intestine were much congested, but the kidneys did not show any ab- 
normality to the naked eye. The bladder was much distended with 
urine, and the brain was anemic. Another rabbit treated in the 
same way with an alkaline extract from the blood of the placenta died 
in twenty minutes with the same symptoms, and the same post- 
mortem appearances. 

On microscopical examination the liver and kidneys of the two 
animals showed some edema. The experiments were repeated on two 
rabbits with an extract of healthy placenta. During the injection 
the animals had some dyspnea from which they soon recovered. 
They were killed forty hours afterwards, and on dissection did not 
show any particular abnormality. 

Another experiment was performed with an extract from the 
placenta of a primipara age 28, who had copious albuminuria. The 
placenta had some old and recent infarcts. The amount of placental 
extract injected was in proportion to the weight of the animals. 
During its administration the animals were much collapsed and had 
great dyspnea, which passed off in about an hour. After forty-eight 
hours the rabbits were killed. The kidneys showed signs of com- 
mencing hyaline degeneration in the cortical substance, with some 
cloudy swelling. 

Another experiment was made with an extract of the placenta 
from a multipara aged 41, who had had much sickness and headache, 
but no albuminuria during pregnancy. The placenta showed many 
old infarcts. Rabbits treated with this extract had dyspnea for 
about an hour after the injection. After forty-eight hours they 
were killed, but on examination showed no abnormality. 

The toxicity of the placental extract varied with the maternal 
condition. It was least in the placenta of the healthy woman; in- 
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creased in the placenta with old infarcts; still greater in the placenta 
with recent infarcts from the albuminuric patient, and most toxic in 
the placenta from the eclamptic patient. The writer concludes that 
in eclampsia there is in the placenta a special toxic coagulating sub- 
stance which can produce the convulsions. The prime cause is a 
maternal auto-intoxication, but the immediate cause of the eclamptic 
seizure is some placental alteration which permits the passage into 
the maternal circulation of a toxic substance of placental origin. 


R. W. MackKenna. 


Vaginal Czsarean Section for Eclampsia. 
Diurssen (A.). Zentralblatt fiir Gyndk., April 18th, 1903. 


THe patient was a primipara, aged twenty-five. She had 
an attack of scarlet fever when seventeen years of age. She married 
in April, 1902, and became pregnant in the following May. In 
February, 1903, eclamptic fits supervened, and on examination 
Diihrssen found the fundus extending to the ribs, the foetal head 
deep in the pelvis, absence of pain, the abdominal walls edematous 
and foetal heart sounds indistinguishable. The vagina was very 
small; the cervical canal admitted the finger. The urine became 
solid on boiling. The patient had had five fits under chloroform. 
The vagina was enlarged by an oblique vagino-perineal incision. 
The vaginal wall was split from the urethra to the anterior fornix; 
the anterior cervical lip was divided in the mid line, the bladder 
separated and pushed up. The posterior lip of the cervix was next 
divided and peritoneum of Douglas’s pouch pushed up and the 
posterior incision then prolonged upwards and the membranes 
ruptured. The bleeding was insignificant. Turning and delivery 
followed. The child weighed 4,500 grammes; it was deeply asphyxi- 
ated, but recovered under treatment in twenty minutes. The 
placenta was large; it was expressed forty minutes after the opera- 
tion was commenced. The uterus was atonic and required gauze 
packing. The anterior and posterior incisions in the cervix were 
then closed with catgut stitches, and the sagittal vaginal incision 
treated in the same way, except that an opening was left in the 
anterior fornix through which the cellular space between bladder 
and cervix was drained with gauze. Finally the vagino-perineal 
wound was closed with fishing-gut stitches. The uterus contracted 
well after the withdrawal of the gauze and a vaginal plug was in- 
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serted. Cyanosis became less, directly the child was delivered. The 
fits did not return. In seven days the urine contained no albumen 
and the convalescence was uneventful. 

Diihrssen remarks that he prefers to split the posterior cervical 
lip if room is wanted rather than carry his incision upwards through 
the anterior wall of the uterus, because the delivery through the 
enlarged anterior wound is more difficult and may be impossible, and 
the child may die. He urges enlarging the vagina in primipare as 
a necessity in these operations. He deprecates the use of forceps 
for delivery after vaginal Cesarean section; the wound must be large 
enough to carry out turning and extraction. With the aid of an 
anesthetist and two assistants the operation is easier than forceps 
extraction, or than craniotomy, or the use of Bossi’s dilators. 


CUTHBERT LOCKYER. 


Hydatidiform Mole, with a Report of Two Cases and Clinical 
Deductions from Two Hundred and Ten Reported Cases. 


Finpiey (Patmer). The American Journal of the Medical Sciences, 
March, 1903. 


In this very interesting paper Dr. Findley gives the history of 
hydatidiform mole from the first description by Aetius von Ameda, in 
the early part of the sixth century to the present time. He also 
describes two cases of his own. 1. A patient, et. 25, who had this 
complication with her first pregnancy, and some three years later 
had had one child and was again pregnant. 2. A patient, et. 38, who 
had had five previous normal pregnancies. In addition Dr. Findley 
gives very complete tables of 250 collected cases and a useful biblio- 
graphy. After a careful review of all the evidence the author comes 
to the following conclusions : — 

1. Nothing definite is known of the immediate and remote causes 
of this disease. It most frequently occurs between the ages of 20 
and 30. It is two and a half times as frequent in multipare as in 
primipare. 

2. The weight of evidence is in favour of a maternal origin; the 
vascular degeneration being caused by a disturbed maternal circula- 
tion. Owing to this failure the connective tissue of the villi 
degenerates and a serous infiltration takes place. The unusual pro- 
liferation of the syncytium and Langhans’ cells is due to their pene- 
trating deeper into the decidua to get adequate nourishment. 
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3. There is no proof that cystic degeneration of the ovaries has 
any influence upon the cystic degeneration of the ovum. 

4, Malignant degeneration of hydatidiform mole occurs in 16 per 
cent. of all cases. No sharp line can be drawn between benign and 
malignant hydatidiform moles, nor will a macroscopic and microscopic 
examination of the discharged vesicles determine their benign or 
malignant character. 

5. The length of time a mole remains in wtero does not influence 
its disposition to become malignant. 

6. The diagnosis can only be certain when the vesicles are seen, 
and they are only expelled very rarely (4 in 210) before the abortion 
is in progress. 

7. The most constant clinical evidence of a mole is the rapid 
development of the uterus. The irregular shape and consistency 
are important diagnostic factors, and hemorrhage is an early and 
almost constant symptom. 

8. In view of the tendency of hydatidiform mole to become malig- 
nant, early recognition and immediate removal are imperative. 

9. The curette should not be used owing to the great danger of 
perforating the uterine wall. Ergot and vaginal packs will control 
the bleeding and often excite the uterus to expel the mole. 

10. After the mole is expelled always explore the uterus with the 
finger, irrigate and pack with antiseptic gauze. 

11. Curette the uterus two weeks after the mole has been expelled. 
Examine the scrapings for syncytial invasion, and if found in the act 
of proliferating, perform hysterectomy. 

12. Keep the case under observation for three years, and in the 
event of uterine bleeding, curette and examine the scrapings. 

An analysis of the tables shows in the 250 cases: —Average age, 
27, with extremes of 13 and 58; largest number of moles born of the 
same woman, 11; cystic degeneration of the ovaries, 8; hydatidiform 
mole, developing in Fallopian tube, 1; malignant degeneration occurs 
from 1 week to 43 years after the expulsion of the mole; maternal 
mortality, 25 per cent.; causes of death—syncytioma malignum, 16 
per cent; hemorrhage, 4 per cent.; septic peritonitis, 2 per cent.; 
general sepsis, uremia, nephritis, endocarditis, meningitis, each 
0°005 per cent.; unknown, 2 cases. 

Contrary to the usual statement that there is a tendency to the 
development of two or more hydatidiform moles this is found to be 
the great exception. 


Comyns BERKELEY. 
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The Indications for Hysterectomy in Acute Puerperal Infection. 
Pinarp. Annales de Gynéc. et D’Obstét., April, 1903. 


Tue author refers to published cases of this operation both in France 
and in other countries, but from his own observations considers that 
it is unjustifiable. Pinard criticises the conclusions arrived at by 
Fehling, Leopold, Treub, and Tuffier with regard to hysterectomy in 
puerperal infection, maintaining that their arguments in support of 
the operation are more or less problematical. The author then 
proceeds to discuss the morbidity and mortality of puerperal fever, 
in order to determine (a) in what proportion of cases quoted, either 
by the author or other writers, preventive treatment has failed 
in puerperal fever; (6) in what proportion of fatal cases do the 
clinical symptoms, the bacteriology, or the post-mortem results 
furnish indications for hysterectomy. Taking the statistics of the 
Clinique Baudelocque from 1890 to 1902 the morbidity was 3°95 
per cent., z.e., that out of 24,937 women delivered in the Clinique 
987 developed a temperature during the lying-in of 39° C. (102°2 F.) 
or higher. From January Ist, 1890, to January Ist, 1903, out 
of a total of 26,952 cases delivered in the Clinique, there had 
been 69 deaths from septicemia, or a mortality of ‘25 per cent. 
Two cases of hysterectomy for puerperal infection had been 
performed in the Clinique, one in 1896 and one in 1901; both 
cases died. In one case the autopsy revealed an empyema not 
diagnosed during life (the pus containing streptococci); in the other 
there were general peritonitis and suppurative phlebitis of the utero- 
ovarian veins of the right side. Turning next to the post-mortem 
evidence for hysterectomy, Pinard maintains that none of the 
autopsies at the Clinique furnished any data whatever in support of 
the operation, and that localised abscess or localised gangrene of the 
uterine walls was never found. Two cases of gangrenous fibroids 
were met with, the existence of which was unknown during life. 
Pinard holds that in the fatal cases, the bacteriological 
researches as to the condition of the blood or the uterine cavity, 
during life or after death, did not justify hysterectomy. In 
cases that recovered, streptococci were found in the blood, while 
in fatal cases the blood might be sterile. Widal’s case of 
bacillus coli infection recognised in the blood during life, died four 
days after from cerebro-spinal meningitis. Here again hysterectomy 
would have been useless. No bacteriological examination of the 
uterine cavity in Pinard’s cases justified operation. As regards 
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clinical symptoms, the author has never met with any one symptom 
or any group of symptoms, showing that the uterus was their only 
source, or that removal of the uterus was the only and justifiable 
method of treatment. 


In conclusion, the writer urges that, putting aside exceptional 
cases of acute puerperal infection where placental retention, putrefac- 
tion of fibroids, laceration and inversion of the uterus, might justify 
removal of the uterus; in none of the cases do the clinical symptoms, 
the bacteriological examination, or the post-mortem results furnish 
any indications whatever for hysterectomy. 


C. Husert Roserts. 


On the Structure and Origin of Tumours of the Placenta 


Dienst (ArtTHUR). Zeitschrift fiir Geburts. u. Gynak. Bd. 48, Ht. 2. 


Tue author describes in detail two cases of placental growths, in one 
of which four tumours were present, and he compares his observations 
with the details of 43 recorded cases. The tumours vary from the 
size of a hemp seed to that of two fists; are usually single but may be 
multiple; and in form are either rounded or oval and smooth, or 
nodular and lobulated. The amnion and chorion are generally 
normal. Serial sections show that the tumours have either a super- 
ficial covering of syncytium, or of cells like those of Langhans, in 
the latter case sometimes in one, but usually in several layers. Below 
this epithelial covering is a layer of connective tissue rich in cells 
near the surface, but in the deeper portions becoming poor in nuclei 
and passing gradually into mucoid tissue. This connective tissue 
layer sends towards the core of the tumour processes or septa, in 
which course thin-walled vessels of relatively large calibre. In 
certain conditions the superficial layers of connective tissue re- 
semble a capsule more or less sharply marked off from the rest of the 
tumour. The spaces between the septa are occupied solely by cap- 
illary blood-vessels and their proliferated epithelium, and these are 
often arranged in groups and are only separated by narrow bands of 
mucoid tissue, so that this tissue, which may be called the par- 
enchyma of the tumour, has an areolar structure. The relation of 
the tumours to the surrounding tissues is of great interest; they are 
situated in the placental tissue forming a more or less marked pro- 
jection on the foetal surface. They have no constant relation to the 
insertion of the umbilical cord, and do not encroach upon the uterine 
surface of the placenta. In all Dienst’s cases the connection between 
the tumour and the chorion was clearly made out, the tumour being 
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attached by a pedicle in the same way as an apple is attached by its 
stalk. In the pedicle two vessels run, an artery and a vein, and 
chorionic connective tissue is continued through it into the substance 
of the tumour. The continuation of villi into the tumour was not 
observed in any of Dienst’s cases. The decidua took no part in the 
formation of the tumours. From his examination the author con- 
cludes that these new growths arise in close connection with the 
chorion and are covered by chorionic epithelium; the stroma is com- 
posed of proliferated chorionic connective tissue, and the paren- 
chymatous portion of the tumour consists of proliferated vessels and 
mucoid tissue derived from the allantois. This proliferation takes 
place during the formation of the chorionic villi, and not after the 
villi have been fully formed. 

In the collected cases no fewer than seven different names have 
been given to these tumours, but Dienst concludes that in all the 
tumours were of similar origin and had the same essential character- 
istics. In his opinion the most correct descriptive name would be 
“Allantogenous myxofibrous capillary angioma of the chorion,” but 
he suggests that the most convenient name is chorioma, and that this 
may be qualified by the adjectives angiomatous or fibrous according 
as the blood vessels or fibrous tissue predominate. As regards the 
time at which the tumours originate the author thinks that this must 
be immediately after the first entry of blood vessels into the villi. 

In searching for a cause for the formation of these tumours 
Dienst is of opinion that although they arise in the fetal portion of 
the placenta, the cause is not to be be found in the fetus itself. Of 
39 children 18, 2.¢e., 33 per cent. were born dead, and only 13 had 
arrived at full term. Hydramnios was frequently noted. Hemorr- 
hage is common during or after the third stage of labour. A probable 
exciting cause for the tumours is a venous congestion of the maternal 
intervillous blood stream towards the end of the third week of 
pregnancy, at the time when the allantoic vessels have just penetrated 
into the villi. 


Tuomas WILSON. 


Placental Transmission, with Report of a Case during Typhoid. 


Lyncu (Frank W.). The Johns Hopkins Hospital Reports. Vol. x., 
Nos. 3, 4 and 5. 


Dr. Lyncu points out that the history of typhoid during pregnancy 
began with the observations of Louis in 1829, since which time very 
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many observers have written on the subject, and a biography of 144 
references is appended to the paper. There are not many accurate 
statistics of the complication of typhoid with pregnancy. Cursch- 
mann reported 2°5 per cent., Goldtdammer 4 per cent., Martinet 3°5 
per cent., and the Johns Hopkins Hospital 1°4 per cent. Thus for a 
total of 3,206 female typhoid patients of all ages 91 instances were noted 
by these different observers, being less than 3 per cent. Pregnancy 
affords no protection against typhoid. Miiller states that the com- 
plications of typhoid are rare in pregnancy and that if there is no 
interruption of pregnancy the reaction of typhoid is apt to be slight. 
Typhoid fever is more commonly seen in the first half of pregnancy, 
consequently abortion and miscarriage occur more frequently than 
premature labours, and pregnancy is more apt to be interrupted in 
the third month and in the second week of the fever. Various causes 
have been advanced to account for the frequency of abortion, and 
Dr. Lynch agrees with Sacquin in thinking that where abortion 
occurs without foetal death, the process is due to a toxic action affect- 
ing the medullary centre and causing an excessive reaction of the 
pregnant uterus. 

In considering the proof of transmission of the typhoid bacillus 
to the foetus the author reviews the question of placental transmission 
in other diseases. There are two possibilities of hereditary trans- 
mission :— 

1. Germinal, the infection occurring at the time of conception. 

2. Placental, where the organisms are transmitted by the 
placental circulation. 

Germinal infection is positively proven in syphilis and perhaps 
tuberculosis. Placental transmission, although recognised in many 
diseases, is by no means the rule, and it is to be noted that where 
bacteria are proved to have passed through the placenta the resulting 
disease is as a rule fetal septicemia. 

Variola may be transmitted to the child in utero. This disease isa 
most unfavourable complication of pregnancy, abortion and maternal 
death frequently occurring. These cases are, however, rare, and tend 
to become more so with the more thorough vaccination that now 
obtains. Recent observations prove that small-pox in the mother 
does not confer any immunity upon the unborn child, and unless the 
child be vaccinated at birth the disease is apt to ensue with a fatal 
result. Intra-uterine vaccination is not possible. Owing to the fact 
that the period of incubation in scarlet fever may be less than 
24 hours, placental transmission of scarlet fever cannot be proved by 
clinical cases, and the same may be said of measles and erysipelas, 
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although numerous cases have been reported. Scarlet fever is rare 
in pregnancy and frequently results in abortion. 

Asiatic cholera is a very dangerous complication of pregnancy, 
the mortality in these cases being much higher; abortion is very 
common. Cholera is but rarely transmitted to the foetus, in fact 
only one positive case has been reported. There are many cases of 
positive placental transmission in tuberculosis, and it occurs not only 
in the acute miliary but also in the ulcerative forms. Several cases 
of placental transmission of anthrax have been proved, all ending 
fatally. 

The transmission of influenza has not yet been demonstrated, but 
that of the pneumococcus is fairly frequent, and it has been shown 
that if the coccus has been transferred to the foetus, and the lung 
has not functioned, a pneumococcus-septicemia results, but if the 
lungs function after birth, pneumonia may develop. Pneumonia 
is an exceedingly dangerous complication of pregnancy, as abortion 
is very apt to occur and to result fatally. There are no authentic 
cases in which the organism of malaria has been demonstrated in 
the foetus at birth. There are a considerable number of recorded 
investigations concerning placental transmission of typhoid in man, 
but the number of positive cases is not large if the earlier cases, 
where no attempt was made to exclude the members of the colon 
group of bacilli, are excluded. In guinea pigs and rabbits inoculated 
with typhoid, the bacillus has been found in the fetus. Details of 
several cases in which the transmission took place in man are given 
in this paper. The typhoid bacillus is not, however, always trans- 
mitted through the placenta. The unequal results obtained in 
typhoid and other diseases suggest that placental transmission is 
only possible where there are hemorrhagic infarcts or other gross 
lesions, and experiments and clinical observations show that 
placental lesions of the hemorrhagic type are more frequent when 
pregnancy has been complicated by some infectious disease of the 
mother. The majority of observers agree that some placental lesion 
is necessary before bacteria can pass through the placenta. 

The author fully discusses the Widal reaction and the trans- 
mission of agglutins, and sums up as follows :— 

1. The typhoid bacillus may pass from mother to child in utero. 

2. The resulting disease is a foetal septicemia. 

3. In cases of placental transmission there are generally placental 
lesions of a hemorrhagic type. 

4. The child dies either in utero or soon after birth. There is 
no evidence that the foetus may survive the infection in utero. 
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5. Placental transmission is not the rule in typhoid. 

6. The Widal reaction is not always given with fetal blood, even 
though placental transmission be proven. When present it cannot 
be determined whether the agglutinating substances result from the 
presence of the typhoid bacilli or whether they have filtered through 
the placenta from the mother’s blood. 

7. The agglutinating substances may be transmitted through the 
milk of a typhoid mother to the nursling. The reaction in the 
nursling’s blood is but transient and is always weaker than that of 


the mother’s. 
Comyns BERKELEY. 


Hzmorrhages into the Central Nervous System in the New-born 
Child. 


Annales de Gynéc. et dObstét., April, 1903. 


Tue writer gives the result of 51 autopsies performed by him on 
new-born children in order to determine the condition of the nervous 
system in case of premature birth and in difficult labour. Eleven 
cases of hemorrhage into the central nervous system were noted, 
five were intra-cerebral and six into the spinal cord. All the 
children with cerebral lesions weighed less than 3,000 grammes 
(6°5 lbs.), while all the children with spinal lesions weighed 3,000 
grammes or more. The author points out that the great factors of 
the foetal mortality are difficult labour and prematurity, and that 
many premature births are due to mechanical causes rather than 
to disease. Abnormal situation of the placenta, and uterine mal- 
formations also play their part. Out of 33 cases of premature 
children weighing less than 3,000 grammes examined post-mortem 
by the author, five cases of cerebral hemorrhage were noted. In 
two cases the hemorrhage was in the centrum ovale, near the cornua 
of the lateral ventricle; in another case near the centrum ovale 
and central grey nuclei; in the other two near the cortex and 
centrum ovale. All the children presented by the vertex. In each 
ease the weight of the placenta was in physiological accordance with 
the weight of the child. In two cases out of the 33 observed, there 
was uterine malformation, and in two more low implantation of the 
placenta. In only one case was there any pathological, maternal 
lesion (salpingo-odphoritis). None of the five children exhibiting 
cerebral lesions lived longer than 18 days. 

A detailed account of the five cases of cerebral hemorrhage is 
given, accompanied by drawings. The post-mortem notes are of 
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considerable interest, and go to prove that in premature children the 
brain is more often the seat of hemorrhage than the cord itself. 
Next follows a description of six cases in which spinal hemorrhage 
was noted. In only one case was the placenta abnormally small. In 
all cases the labour had been difficult, and in four artificial. Of 
these, one was a double application of the forceps with traction for 
40 minutes; another forceps and contracted pelvis; another was a 
breech case in which traction had been employed for prolapse of the 
cord; two labours were spontaneous, but associated with malformation 
of the placenta and compression of the cord; and in the sixth case 
the cord was round the fetal neck. Five of these children died 
within a few hours, one only lived four days. Details and post- 
mortem results are also given, with drawings of the spinal lesions. 

In nearly all these cases multiple hemorrhages were found in 
the grey substance of the cord. Sometimes the lesions were bilateral. 
In the greater number of cases the hemorrhages occurred high up 
in the cervical region. In two cases the hemorrhage was in the 
upper dorsal region. The hemorrhagic areas were often extensive. 
In the breech case, which was extracted rapidly, there was also a 
hematoma of the sterno-mastoid. No intra-cerebral hemorrhages 
were noted. Visceral hemorrhages were common. 

Finally the author concludes (1) that the brain of premature 
children is more often the seat of hemorrhage than the cord; (2) 
that in full-term children the cord is most frequently affected; (3) 
there appears to be a very definite relationship between spinal 
hemorrhages and difficult or instrumental delivery. 


C. Husert Roserts. 


GYNASCOLOGY. 


On a Rare Atypical Case of Chorion-Epithelioma, with Unusual 
Result. 


Freiscumann. MJonats. fiir Geburts. und Gyndk., April, 1903. 


Tus case presents many points of interest as a contribution to the 
study of malignant uterine tumours, chiefly on account of the 
peculiar histological characters of the tumour, and the successful 
result in spite of the absence of radical treatment. Briefly the case 
is as follows :—The patient was 50 years old, married at 18, and had 
had three living children, the last six years previously. In May, 
1899, a hydatidiform mole was removed from her uterus, followed by 
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bleeding on the 20th day, for which curettage was performed with 
negative result. With intra-uterine injections the bleeding ceased 
and the patient recovered. The menstrual periods recurred at first 
regularly, but later became scanty and were entirely absent for six 
months previous to her admission to Hospital 23 years after the 
hydatidiform mole in February, 1902. On examination a tumour 
was then found growing from the anterior vaginal wall, and the 
uterus was enlarged to the size of a six to eight months’ pregnancy. 
The vaginal tumour was covered by free mucous membrane except 
at one or two small places which were ulcerated. The diagnosis 
of chorion-epithelioma was made in spite of the unusual history, 
and the tumour was excised without anesthesia. (The patient 
objected to an anesthetic). Nine days later the uterus was 
curetted without anesthesia, as there had been severe hemorrhages, 
and during the operation the wall was perforated by the curette. 
Large pieces of tissue were removed from the uterus, and from 
the examination of these and the vaginal tumour the above- 
mentioned diagnosis was confirmed. Hysterectomy was sug- 
gested but the patient refused. On several occasions there was 
secondary hemorrhage from the vaginal wound, and a hematoma 
formed as a result of the uterine perforation. However, the 
hemorrhages ceased without further operative treatment, and ten 
months after the removal of the vaginal tumour the patient was 
menstruating regularly, gaining weight, and her genital organs 
showed no pathological condition. 

The microscopic examination of the vaginal tumour showed it to 
be composed of large irregular-shaped cells, with richly protoplasmic 
bodies and nuclei of very various shapes, often more than one nucleus 
in acell. These cells were peculiarly grouped around dilated blood- 
vessels, seeming to have quite displaced the normal coats except the 
intima, and forming as it were a perivascular sheath. In other 
places these cells showed plugs and nests, in which the cell outlines 
were often lost, and sometimes spaces were formed. In many places 
near the periphery of the vaginal tumour were streaklike masses of 
small, round-celled infiltration. No true syncytial masses were 
found anywhere in the vaginal tumour. In the masses removed from 
the uterus, typical decidual cells were found in the deepest layers of 
the mucous membrane. The uterine glands were for the most part 
well formed and lined by low cubical epithelium, as in the pregnant 
uterus. In the muscle layers, however, were found masses of cells 
like those found in the vaginal tumour, amongst the muscle fibres 
which were often necrotic. These cells differed very considerably in 
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appearance from the decidual cells, but had the same characters as 
the cells of the vaginal tumour. Round-celled infiltrations were 
found in many places in immediate relation to these tumour cells. 
Often these cells were grouped around vessels, as in the vaginal 
tumour. Again no true syncytial elements were found. Much 
hemorrhage and necrosis of uterine tissue were everywhere associ- 
ated with these masses of tumour cells. From this description it 
seemed clear that the growth was a malignant one, but of what kind 
was not so obvious. The occasional alveolar arrangement of the cells 
in the uterus suggested carcinoma, but the general character of the 
vaginal growth was that of sarcoma. The isolated cells and groups 
of cells found in the uterus and vaginal tumour were extremely like 
the “ wandering syncytial cells ” of Neumann and Marchand, and on 
these grounds the author came to the conclusion that the growth was 
an atypical form of chorion-epithelioma. 

An important point to decide was the origin of the decidual cells 
in the uterine mucosa. There were three possibilities, either (1) 
they had remained 23 years after the hydatidiform mole, an unlikely 
supposition, although Pestalozza showed decidual cells three months 
after a pregnancy, and Singer eight years after a case of tubal 
gestation; (2) the decidua might be the result of a pregnancy 
during the six months amenorrhea, which aborted unnoticed; or 
(3) the growth of embryonic connective tissue in the uterine 
wall may have evoked the decidual transformation. Whichever of 
these possibilities is true, the presence of decidual cells in the uterus 
seems to point to the relation of the new growth to a recent preg- 
nancy. Other important points in this case are :— 

1. The long, latent period, 22 years after a hydatidiform mole, 
similar to cases described by Holmann, Loéhlein and Treub-Doorman, 
in which the latent periods were 43, 13 and 2 years after molar 
pregnancies. 

2. The absence of bleeding at first, a very unusual condition in 
chorion-epithelioma. 

3. The perforation of the uterine wall, an accident which has 
happened to other operators in cases of chorion-epithelioma. 

4. Secondary hemorrhages after extirpation of the vaginal 
growth, no doubt due to growth of tumour elements in the walls of 
vessels. 

5. The complete recovery of function by the uterus, and the 
recovery of the patient although no radical operation was done, and 


tumour elements seem to have been left behind (vide the secondary 
hemorrhages). 
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Two other cases have been described in which secondary tumours 
of this nature have disappeared after removal of the primary growth 
or the greater part of it. 


Tuomas A. STEVENS. 


A Fibroid of the Uterus in a girl of 13. 


Cavartton (M. P. pe). Journal de Médecine de Paris, August 24, 
1902. 


Tuts article gives a short account of a case communicated to the 
Medical Society of Lyons, but as there is no detailed description of 
the naked-eye appearances of the tumour, nor any note as to the 
microscopical examination of the growth, it cannot be accepted as 
a genuine example of a uterine fibroid occurring at this early age. 
However, as the case is a remarkable one a short note may be of 
interest. 

The clinical history is as follows: In January, 1901, when the 
patient was 12 years of age, the first menstrual discharge occurred ; 
it was very profuse. Severe menorrhagia continued for the next 
eight months, causing extreme anemia with digestive disturbances, 
palpitation, edema of ankles, ete. Examination in December, 1901, 
revealed a mass as large as two fists, movable with the uterus, and 
filling up the pelvis. There was no trouble with the bladder or 
rectum ; there was some pain in the perineal region, especially at the 
menstrual periods. For the three following months the menorrhagia 
ceased, but examination showed a marked increase in the size of the 
tumour, which still appeared perfectly continuous with the uterus. 
The diagnosis was not easy; menstrual retention was excluded by the 
passage of the sound, and the history was against pregnancy. The 
diagnosis of uterine tumour was made with some reservation in view 
of the patient’s age. Hysterectomy by Doyen’s method was performed 
on March 20th, and the patient made a good recovery. The tumour 
after removal weighed 3 kilogrammes; it had developed in the 
posterior wall of the uterus, which was everywhere greatly hyper- 


trophied. The cervix was not involved, and there was no ulceration 
of the mucosa. 


Joun S. Farrsarrn. 
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The Condition of the Appendages in Cases of Uterine Fibroid. 
(A Pathological and Clinical Study). 


Constantin (DantEL). Revue de Gynécol. et de Chirurg. Abdom., 
March and April, 1903. No. 2. 


In the Jan-Feb. number of the Revue de Gynécol. et de Chirurg. 
Abdom., Daniel published a paper entitled “ The Condition of the 
Appendages in Cases of Uterine Fibroid (an Anatomical Study)” 
(for abstract see Journ. of Obst. and Gyn. of British Empire, Vol. iii., 
No. 4, April, 1903, p. 362). 

The present communcation is based on a study of 207 cases of 
uterine fibroid, 69 of which occurred in the practice of Pozzi. A 
short account of each case is given, and the writer comes to the 
following conclusions :— 

1. In a number of instances in which pathological changes in 
the appendages are found associated with uterine fibroids, there is no 
evidence of an infective process, and it seems probable that the 
changes are due to a “ non-inflammatory” action of the fibroid 
tumours—circulatory troubles, secondary action of pelvic varicocele, 
mechanical irritation of the peritoneum by the tumour, or the 
influence of a “ neoplastic diathesis.” 

2. While some of the changes in the appendages precede the 
development of the uterine fibromata, others (the majority) follow it. 
Sometimes symptoms produced by these pathological changes in the 
appendages disclose the presence of fibroid growths in the uterus. 

3. The prognostic significance of alterations in the appendages 
associated with fibroids is that of each complication considered by 
itself. 

4. As to choice of operative procedure, this depends on a variety 
of circumstances—the size of the tumour, its relations with the 
uterus, its connections with neighbouring organs, the accidents which 
the condition might produce, and the age of the patient. 

G. Drummonp Rostyson. 


The Surgical Treatment of Uterine Fibroids. 


Srrxetui (P. G.). Archivio Italiano di Ginecologia, Feb. 28th, 1903. 


Tue writer practises a method of transuterine enucleation of fibroids 
with excellent results. The abdomen is opened, the uterus is drawn 


up, and the number of tumours and their site of implantation ascer- 
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tained as accurately as possible. A temporary ligature is then 
applied as in Cesarean section, and the uterus is incised on the 
anterior or posterior wall through its whole thickness. The incisions 
are made from above downwards, and from without inwards. The 
lower segment of the uterus is left untouched. In this way all the 
fibroids in the walls may be exposed and enucleated. Care should be 
taken lest any small fibroid nuclei be left. To this end the whole 
organ should be carefully palpated. When the tumours are all 
removed the incisions in the uterus are drawn together with inter- 
rupted catgut sutures. As a rule the writer employs only one 
layer of sutures, but occasionally he uses one row for the mucous 
coat, and another for the muscular. In some cases he passes a strip 
of gauze from the uterine cavity into the vagina to act as a drainage 
tube. When the uterus has healed, a bimanual examination gives 
the impression of a normal organ. Possible objections to the opera- 
tion are :—(1) The danger of septic infection from the uterine cavity ; 
(2) secondary hemorrhage; (3) the reproduction of a fibroid from an 
invisible and impalpable nucleus left in the uterus; (4) sarcomatous 
degeneration of the fibroid. But with scrupulous care the first two 
may be prevented, and in an uninterrupted series of 40 successful 
cases the writer has not met with these complications. The repro- 
duction of a fibroid is very rare. Wertheim has reported a case and 
Doléris another, but the writer thinks that with care this possibility 
may be avoided. One to two years after the operation there has been 
no sign of a recurrence in his case. In doubtful cases a portion 
of the tumour may be examined microscopically while the operation 
is still in progress, and if it is sarcomatous, hysterectomy should be 
performed. The writer believes that his operation is a distinct 
addition to the conservative surgery of the uterus. 


R. W. Mackenna. 


Cancer of the Cervix. Treatment by X Rays. Report of Cases. 


Scurry (Tuomas P.). Annals of Gynecology and Pediatry, May, 
1903. 


Case 1. Patient, xt. 46; seven children; advanced case of cancer, 
“ cauliflower variety.”Would not consent to any operation. Treat- 
ment with X rays every other day for 15 to 25 minutes. After three 
applications the discharge which had been bloody and very offensive, 
changed to a light yellow and was no longer offensive. At the end 
of four weeks the mass which had completely filled the vault of the 
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vagina was reduced to one half, and the patient was much improved 
in general health, less depressed, and comparatively free from pain 
which before had been very severe. At the end of three months all 
the growth had gone and there only remained the leucorrhea, and 
she had gained in flesh. After three months the treatment had to 
be discontinued owing to the patient’s daughter meeting with a 
serious illness, the mother having to nurse her. The patient reports 
at intervals that she believes she is cured. 

Case 2. Att. 43; five children; inoperable cancer of cervix, the 
whole upper portion of the vagina and cervix forming one big 
ulcer exuding a very offensive discharge. Pain in abdomen and 
bladder very bad, especially on micturition. After six applications 
of the rays the pain on micturition disappeared. The patient is still 
under treatment but is free from pain, has gained flesh, and only a 
small part of the anterior portion of the vaginal vault remains un- 
healed. 

CasE 3. Att. 47; three children; cancer involved all the cervix, 
filling the vault of the vagina, the tissue breaking down very easily 
with the finger and bleeding. The body of the uterus was apparently 
involved. After 12 treatments the ulcer has diminished and 
cicatrisation is taking place. 

The author thinks that in early cases hysterectomy should be 
done, but that X rays should be used in all others. 


Comyns BERKELEY. 


The True Nature of Hematosalpinx with Atresia Vagine. 
Ravscuer. Monatsschrift fir Geburts. wu. Gyndk., May, 1903. 


Tue opinion that hematometra and hematosalpinx imply atresia 
from congenital malformation is now known to be erroneous. As a 
rule the internal organs are ill-developed in congenital atresia, so 
that no menstrual blood accumulates in the upper part of the genital 
canal, nor does the old opinion explain why the abdominal end of the 
Fallopian tube should be obstructed. It is now known that hemato- 
metra and hematosalpinx follow atresia due to inflammatory changes 
in the lower part of the genital canal. Rauscher recently reported 
two cases of “ sactosalpinx hemorrhagica ” or hematosalpinx where 
the vaginal astresia was acquired, and he found that the same 
infective inflammatory changes had sealed up both the vagina and 
the tubes. In both cases he removed the appendages, opened the 
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uterine cavity and emptied it of the blood which it held, and then 
pushed a dressing forceps through the uterus into the vagina and 
opened up the obstruction. 


Doran. 


Scope of Vaginal Incision. 


Currier (AnpREW F.). Annals of Gynecology and Pediatry, 
May, 1903. Vol. xv., No. 5. 


Tue author prefers the posterior incision as affording the greatest 
possible working space, and in this disagrees with Diihrssen, who 
thinks the anterior the best. The matter appears to be one of 
personal dexterity since Diihrssen had no difficulty in removing an 
enormous ovarian tumour in a virgin by the anterior incision. The 
author considers that vaginal incision is better than abdominal, 
in that less impression is made on the vital force of the individual . 
and the drainage is better; if secondary hemorrhage occurs 
there is the most positive evidence of its occurrence, and one 
can usually relieve it more efficiently, with less danger to the 
patient and with a less severe tax on one’s mental equilibrium than 
by reopening the belly, which he considers a formidable operation. 
Whether the opening is made anterior or posterior to the uterus it is 
important to remember two points, one that the opening should be 
ample for any manipulation that may be necessary, the other that 
the section of the peritoneum should be in immediate contact with 
the uterus. The most frequent indication for the anterior incision 
is retroflexion, when shortening the round ligaments, or vaginal 
fixation may be done. It is interesting in connection with this latter 
operation to quote the statistics of Kaufmann, who published a 
review of 103 cases in which this operation was performed in 
Olshausen’s clinic. Of this number 51 were subsequently examined, 
and retroflexion or prolapse had occurred in 20 per cent. of them. 
Dystocia after this operation has been so frequent that it was his 
opinion that it should be abandoned excepting in those cases in which 
the child-bearing period had been passed. These statistics alone are 
sufficient to condemn the operation of vaginal fixation when one 
remembers the brilliant results of abdominal fixation for the same 
conditions. 

The author indicates a series of diseases in which he thinks the 
posterior incision is the best, and discusses each separately. He 
points out that a uterus ruptured in labour can be dealt with by this 
route, and states that the advantages of vaginal irrigation and 
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drainage in puerperal septicemia with perimetric induration and 
possible abscess, have not as yet been appreciated by the profession, 
proving as it so often does a life saving measure. The author dis- 
agrees in toto with the practice of those gynecologists who advise 
vaginal operation for ectopic gestation during the first few weeks, if 


the tumour is not larger than a child’s head and there is no 
hemorrhage. 


Comyns BERKELEY. 


A New Method of Suturing the Fascia and Levator Ani Muscle 
in Perinzorrhaphy ; also an Operation for Complete Laceration 
of the Perinezum designed for the Purpose of Eliminating 
Danger of Infection from the Rectum. 


Nosie (GrorGe H.). American Gynecology, March, 1903. 


Tuis paper, which is profusely illustrated with 25 photographs and 
diagrams showing the various stages in the method described by the 
author, must be studied in the original to obtain a proper idea of the 
details of the technique. An abstract may serve to indicate the 
essential features of this method of operating on the perineum. 
Its chief characteristic is the careful and separate suturing of the 
various layers of the denuded perineum. In the case of an incomplete 
rupture, the sheath of the levator ani muscle is opened by blunt 
dissection in the direction of the fibres of the muscle. This is done 
by inserting the thumb and finger into the vagina and grasping the 
muscle as it courses along the vaginal border of the denuded surface, 
and then drawing it into the vaginal orifice with a pair of tenaculum 
forceps. The dissection is carried from above down towards the 
rectum, deep penetration and laceration of the muscle being care- 
fully avoided. After this has been done on both sides, the vaginal 
margin is closed by inserting medium-sized catgut sutures, about 
3ths of an inch from the edge of the wound, penetrating first the 
vaginal mucous membrane, and next the recto-vesical fascia, issuing 
from the space formed by separating the latter and the levator ani 
muscle. They cross to the opposite side, pass between the levator 
ani muscle and the recto-vesical fascia, puncturing the latter about 
3ths of an inch from the edge, and emerge upon the vaginal surface. 
The sutures are tied as they are inserted, and repeated until the 
fascia is closed as far as the crown of the perineum. The edges of 
the levator ani are approximated in the median line by 3 kangaroo 
sutures, which embrace a large amount of tissue to prevent splitting 
of the muscle. When these are tied, the muscles are brought into 
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close contact in the median line. Four kangaroo sutures are passed 
round the perineal muscles and the conjoined tendon formed by the 
triangular ligament and the deep fascia, and tied, thus bringing that 
layer into close apposition. These rows of sutures are then closed in 
by the suture of the skin and superficial fascia. The author has 
recently modified this procedure by incising the edge of the levator 
ani in a direction perpendicular to the course of its fibres, turning 
the cut ends of the muscle across the perineum and uniting them in 
the median line, thus preventing the tendency of the two sides of 
the muscle to separate, and reproducing the decussating fibres, which 
add considerably to the support of the perineum. 

In the case of a complete rupture, after splitting the recto-vaginal 
septum, two pairs of light compression forceps are placed on the 
rectal flap, some distance to either side of the centre, embracing in 
their grasp the entire thickness of the rectal wall. Care is taken not 
to cut the flap too thin, and to see that it embraces the entire thick- 
ness of the rectum. The torn surfaces of the perineum are next 
denuded and the excess of the vaginal flap cut away. Two kangaroo 
sutures are inserted deeply into the perineum behind one end of 
the sphincter muscle, pass to the opposite side, taking up in crossing 
the thickest part of the rectal flap (about its middle portion) without 
penetration of the rectal mucosa, and return to the other end of the 
sphincter ani to issue at a point corresponding to the place of intro- 
duction (Emmet sutures). In exceptional cases the sphincter muscle 
may be very much shortened or retracted, and its ends require ap- 
proximation by buried sutures to secure the best immediate results. 
When the Emmet sutures are tied the wound is converted into the 
condition of a simple perinzorrhaphy, and is then completed by the 
method for the incomplete tear. The author usually approximates 
the vaginal mucous membrane with a continuous catgut stitch, and 
continues this through the skin of the perineum, and finishing it 
by using it to unite closely the edges of the mucous flap projecting 
from the rectum. The flap thus closed should be turned forward and 
anchored over the perineal incision with mattress sutures of 
kangaroo, to carry it as far away from the anus as possible, with a 
view of lessening the risk of infection by contact with fecal matter. 
The kangaroo sutures absord readily, the rectal flap retracts within 
the anus and returns to its normal position in 7 or 8 days. 

The operation is easily and quickly done. Making the flap and 
introducing the tension sutures require much less time than suturing 
the mucous membrane of the rectum in the present mode of operat- 
ing, and less bleeding occurs because the hemorrhoidal vessels are 
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not encountered unless the mistake is made of cutting too close to 
the wall of the rectum. The operation may also be recommended for 
recto-vaginal fistulz in the lower half of the vagina, but may not be 
equally applicable to fistula in the upper half, for the anterior rectal 


wall may not prolapse enough to bring the fistulous opening in it 
below the verge of the anus. 


JOHN S. 


Primary Carcinoma of the Urethra in the Female. Report of a 
Case, together with a Critical Review of the Literature 
Regarding this Rare Form of Cancer. 


Percy (J. F.). American Journ. of Obstet., April, 1903. 


PRIMARY carcinoma of the urethra in women is a rare disease. 
Frankenthal, in 1899, could find records of only four undoubted 
cases, and a search through the literature published since that date 
reveals only five additional instances. Wassermann, in 1895, wrote 
on this subject, and brought together twenty-four cases, but after 
a critical examination of the original reports upon which this paper 
was based, the author rejects all but three of them—in some the 
affection of the urethra was secondary to carcinoma elsewhere; in 
others the evidence that the disease was carcinoma was by no means 
conclusive, and in a third set of cases the original reports were found 
to refer to the male and not to the female urethra. 

Nottinger, of Zurich, in 1897, collected seven additional instances, 
but two of these were in males, and in three others the primary seat 
of the growth was very doubtful. So that the great majority of 
cases which, in the literature are called primary carcinoma of the 
urethra, have no just claim to such a title. The author has, however, 
discovered records of three other cases which he believes to be of this 
nature, and records a case of his own. 

A woman, aged 38, consulted her family physician in July, 1898, 
because of dyspareunia; for two months previous to this she had 
suffered from frequent and painful micturition, with the occasional 
discharge of blood. She was found to have a small growth at the 
urethral orifice which was regarded as a vascular caruncle and 
treated by applications of silver nitrate. She was first seen by the 
author in November of that year. At this time there was a small 
tumour, the base of which was a fourth of an inch in diameter, and 
sprang from the edge of the urethra at the junction of its lower and 
right lateral borders, the tumour was rounded, hard, and had a surface 
appearance not unlike that of the cauliflower. On displacing the 
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tumour to the left, a sound could easily be passed into the bladder. 
Under anesthesia the tumour was removed, the urethra dissected out 
to within a quarter of an inch of the bladder, cut off, its edges in- 
verted and closed over with a layer of cat-gut sutures. Over this 
another layer of bladder tissue was folded, silk being the suture 
material used. “After closing the urethra a supra-pubie urinary 
fistula was established with the hope that permanent closure of the 
bladder at the urethral orifice would follow. Perfect union of the 
neck of the bladder did not result from the suturing, some leakage 
occurred, and the patient was compelled to wear a pad over the 
vulva.” For three months the patient progressed satisfactorily, then 
metastatic growths appeared in the inguinal glands, and death 
occurred five-and-a-half months after the operation. 

Professor Welch examined the tumour and reported it “an 
epithelioma of transitional-celled type. The type of epithelium 
harmonises with the origin of the tumour from the urethra or 
bladder.” 

Four conditions of the urethral orifice have to be distinguished 
from one another—caruncle, syphilis, cancer and lupus. Lupus 
(Esthioméne) is never primary in the urethra, and can therefore be 
dismissed in discussing diagnosis. The diagnosis from caruncle does 
not usually offer great difficulty, for the severe pain which this con- 
dition gives rise to, usually leads to early examination. But between 
syphilis and malignant growth the diagnosis is often one of great 
difficulty, and it seems, unfortunately, that specific treatment does 
not always aid in clearing up the difficulty. 

Landau has described a form of ulceration of the urethral orifice 
under the name “ ulcus rodens.” Le says “ these swellings resemble 
pointed condylomata, are soft to the feel, bleed very readily when 
touched, and often fill the urethra as far back as the neck of the 
bladder.” He considers the ulceration to be syphilitic in character; 
but he looks upon syphilis as only the foundation upon which the 
ulcerative process, the exact nature of which is unknown, developes 
itself. “A perfect cure is never to be looked for, and a complete 
cessation of the destructive process is very rare.’’ 

The treatment may be summed up in the sentence “free and 
wide excision ”’—the earlier and the freer, the longer the immunity. 
The lymphatics should be removed; and in many cases the supra- 
pubic urinary fistula serves a useful purpose. 

A complete list of published cases, and an extensive bibliography 
are given. 

HeErpert WILLIAMSON. 
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Obituary otice. 


THEODORE GAILLARD THOMAS,’ M.D., LL.D. 
Tus distinguished American gynecologist and obstetrician died on 
February 28th, at Thomasville, in the State of Georgia, almost on the 
border of Florida, where he had a winter residence. He was in his 
seventy-second year, and had kept strong until prostrated by a recent 
attack of influenza. 

Gaillard Thomas was a true child of the sunny south; he died 
there as he had been born there. He first saw the light in 1831, in 
Edisto Island, formed by the delta of the river of that name, where 
it opens into the Atlantic, about thirty miles south of Charleston, 
South Carolina, then the political metropolis of the planter. The 
Church of England may claim him as one of her sons, an ancestor 
was sent by her to establish episcopalianism in the Carolinas in the 
eighteenth century. His own father, the Rev. Edward Thomas, was 
a priest in Holy Orders of the Episcopal Church of America. On 
his mother’s side he was descended from Joachim Gaillard, who fled 
to the British plantations of America from his native France after the 
Revocation of the Edict of Nantes. 

Young Gaillard Thomas studied in Charleston, and received the 
degree of M.D. of the Medical College of South Carolina in 1852. 
But he had no influential friends in the Southern City, though it 
was then very wealthy. He, therefore, went to New York at once 
after qualifying and bravely accepted the all but deadly appointment 
of Resident Physician to the Bellevue Hospital, New York, ravaged at 
that time by fever almost as fatal to the staff as to the patients. 

When his term of office had ended, he visited the Old World, and 
in particular studied at the Rotunda Hospital, Dublin. On return- 
ing to New York he earned a fair income for a few years by preparing 
students for examination, and then entered into a partnership with 
Dr. Metcalfe, which lasted for fifteen years. He was made physician 
to the Bellevue Hospital. During the Civil War he offered his ser- 
vices to the Confederate Government, but they were declined. When 
the rebels submitted he returned to New York, and after holding a 
professorship of obstetrics and gynecology in the College of 
Physicians and Surgeons, New York, he withdrew from general 
practice definitely in 1868. He was then appointed surgeon to the 
Women’s Hospital. 

It was in 1868 that the first edition appeared of Gaillard Thomas's 
Practical Treatise on the Diseases of Women. The author being a 
man of keen friendship and a loyal colleague dedicated it to his 
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former partner, Dr. Metcalfe. “If it receive,’ wrote Thomas, “ from 
my professional brethren only a tithe of such kindness as that for 
which, during a quarter of a century, I have been indebted to you, I 
shall be grateful indeed.” The text-book was a triumphant success. 
It passed through six editions, of which 60,000 copies were sold, and 
was translated into seven languages. 

Thomas had studied pathology in Europe. He was therefore 
enabled to utilise his knowledge by applying it to gynecology, which 
was almost an empirical art when he started in practice, although 
Simpson and others were beginning to make it into a true department 
of medical science. Gaillard Thomas was not lead astray by plausible 
pathological doctrines. He was one of the first to distinguish be- 
tween the cervix and the body of the uterus as different organs, their 
mucous coats in particular being subject to different forms of inflam- 
mation. His chapters on Chronic Cervical and Chronic Corporeal 
Endometritis rendered his text-book famous amongst authorities as 
well as students. He found himself endorsing the action of Sir 
Charles Clarke in publishing a work on diseases of women in which 
the very existence of inflammatory ulceration was not mentioned or 
was noted solely for the purpose of disputing its validity. 

Some of his views on endometritis, however, have not stood the 
test of time, though his observations on its pathology played a great 
part in putting a stop to wide-spread stick-and-speculum quackery and 
to the lucrative custom of alarming patients about ulcers. His 
positive views on chronic metritis were as soundly based as his nega- 
tive opinions about ulcers. But, while he did not actually solve the 
mystery about granular erosions, we know how he played the principal 
part in disproving the inflammatory nature of chronic metritis. He 
followed Seanzoni’s view that this disease was a true hypertrophy 
of the cellular tissue, and therefore adopted the name of “ areolar 
hyperplasia ” as preferable to a term ending in —itis. 

Dr. Gaillard Thomas was a Founder and President of the 
American Gynecological Society, an Honorary Fellow of the Obste- 
trical Society of London, and the possessor of many other honorary 
titles. He was highly successful in practice from the first, as his 
appearance, talents, character, and social qualities were all in his 
favour. European patients expressed the greatest admiration for 
him and he was so popular with his own profession that a deputation 
of 300 medical men waited upon him on his seventieth birthday. He 
resigned all hospital appointments in 1887, but continued to operate 
in private until 1900. 

The portrait which we publish first appeared in the New York 
Journal of Gynecology and Obstetrics twelve years ago. 


Journal of Obstetrics and Gynecology 
REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, May 6th, 1903, Epwarp Maurns, Esq., M.D., President, 
in the Chair. 


Dr. RusseLy ANDREWS read a paper on the 


Anatomy of the Pregnant Tube. 


which was published in Vol. iii., p. 419 of this JourNat. 

Dr. Even said that Dr. Andrews was to be heartily congratulated upon 
the interesting and important contribution he had laid before the Society. 
So many points were raised that criticism of the paper was difficult, but he 
would like to make one or two remarks upon the mode of implantation 
of the tubal ovum, as described by the author of the paper. On reading 
what Dr. Andrews had to say upon this point, he had been struck with the 
fact that there was remarkably little direct evidence in support of the 
contention that the ovum was implanted in the muscular layer of the tubal 
wall. With the exception of the case described by Fiith, there was 
practically no evidence at all in support of it; possibly the specimen shown 
to the Society that evening by Dr. Cuthbert Lockyer would confirm Fiith’s 
conclusions, but at present it was impossible to speak definitely upon the 
point. On the other hand, it was to be borne in mind that the French 
school, as represented by Couvelaire and Cornil, entirely contravened 
Fiith’s position ; it seemed to him that Dr. Andrews had not done justice 
to the important work of Couvelaire. His monograph: “Etudes 
anatomiques sur les Grossesses Tubaires,” was the most important work 
on the subject which had appeared since Clarence Webster’s “ Ectopic 
Pregnancy,” yet Dr. Russell Andrews had not made any mention of it in 
his paper. Couvelaire’s view was that the tubal ovum was never 
completely embedded in the tubal wall, as the uterine ovum was in the 
uterine wall, but remained with its outer pole uncovered, except by an 
adventitious layer of fibrin; this he called the “free pole” of the ovum, 
and described its relations with great minuteness. This decided difference 
of opinion upon a question of fact between Fiith and Couvelaire appeared 
at first sight to be very perplexing, but it was possible that the 
explanation was to be found in the fact that Fith’s ovum was much 
younger than any examined by Couvelaire. Our experience in regard to 
the uterine ovum had taught us that developmental questions could only 
be solved by the examination of very early specimens; deductions drawn 
from appearances found at later stages, were very apt to be erroneous. 
He therefore welcomed the appearance of Dr. Cuthbert ee specimen, 
which ought to yield important evidence upon this point. 

Another point he wished to refer to was Dr. Russell Andrews’ use of 
the expression that the tubal ovum developed outside the lumen of the 
tube. This appeared to him to be a clumsy and bizarre conception of tubal 
pregnancy. Since Peters had shown that the uterine ovum buried itself 
in the decidua and developed there, it would be equally accurate to speak 
of the uterine ovum as developing outside the cavity of the uterus, but 
no one proposed to do so. He thought the point Dr. Andrews should try 
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to emphasise was, that he regarded tubal implantation as intra-muscular, 
and uterine implantation as intra-decidual. 


Dr. Curnpert Lockyrer showed a case of incomplete tubal abortion, 
which demonstrated the mode of implantation of the ovum in the wall of 
the tube. The specimen illustrated very clearly one of the most important 
points of Dr. Russell Andrews’ paper, viz., that the manner in which the 
impregnated ovum burrows by means of its trophoblast through the 
mucosa and into the muscle of the tube wall, and there developes outside 
the lumen, was strictly analogous to what normally took place in the 
uterus as proved by Peters’ specimen of early uterine pregnancy. Peters 
showed the fallacy of the older ideas regarding the mode of formation of 
the decidua reflexa, in which the ovum was regarded as a passive cell, 
which acquired a covering of decidua by the latter growing up on all sides 
to enclose it. Peters proved that the ovum, by means of its trophoblast, 
penetrated the endometrium, and Dr. Lockyer’s specimen proved that the 
same process took place in the tube when the impregnated ovum lodged 
in that structure. The value of this specimen lay in the fact that the 
capsularis of the placenta was complete, and this, he believed, afforded a 
hitherto unique observation. It negatived the view of Couvelaire, that 
one pole of the ovum remained uncovered by a capsule derived from the 
wall of the tube. Couvelaire’s researches were carried out on material 
derived from older specimens of tubal pregnancy, than the one exhibited 
by Dr. Lockyer. In the latter the placenta had a diameter of half a 
centimetre only, and although hemorrhage had taken place in the 
placental tissues, no blood had escaped into the lumen of the tube, 
consequently the placental capsule, which projected into the lumen, was 
uninjured by mechanical pressure, and as a consequence its microscopical 
structures were easily demonstrated. The sections were illustrated by 
coloured drawings. 


Mr. Tarcett had examined four cases of very early rupture of a 
gestation sac in the isthmus or narrowest part of the tube. In one of 
these cases rupture occurred on the 17th day after a single coitus (rape). 
They all showed extensive destruction of the muscular coat by the 
phagocytic action of the foetal epithelium and ultimate rupture of the 
serous membrane. He had also examined a considerable number of ampullary 
gestations, most of which were tubal moles, and in none of them was there 
anything at all comparable to a uterine decidua, either beneath or around 
the ovum. He doubted whether the muscular coat would be penetrated so 
early in the ampullary gestation, as in that of the isthmus, because in the 
former situation the ovum had much more room to expand. 


Dr. Russett ANpREws, in reply, thanked the Fellows for the way in 
which they had received the paper. He had not had access to Couvelaire’s 
monograph while writing his paper, but had read it since. He did not 
consider that what might be called the German theory of the formation 
of the capsularis was disproved by Couvelaire’s description of the 
membrane covering the “free pole” of the ovum. He had seen serial 
sections which proved the presence of muscle in the capsularis. He 
quite admitted that in the majority of specimens it was impossible to 
demonstrate a perfect capsularis, because the majority of specimens 
were spoilt by bleeding. He considered Dr. Cuthbert Lockyer’s specimen 
an exceedingly interesting one, as showing a thin layer of muscle between 
the ovum and the lumen of the tube. 
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Dr. W. H. B. Broox (Lincoln) showed a uterus which he had removed 
by vaginal hysterectomy for Primary Tuberculosis of the Cervix.* 

Dr. Tate showed two specimens of Fibro-myoma of the Cervia treated 
by abdominal hysterectomy. Dr. Farrparrn exhibited a specimen of a 
Cervical Fibroid, which had given rise to severe hemorrhage, and 
Dr. GaLaBin brought forward three Fibroids of the Cervix removed by 
hysterectomy. In the discussion which followed Dr. Spzncer, Dr. 
Dr. Buacker, Mrs. Stantey Boyp, and Dr. AManp RovutH 
took part. 

Dr. Wiutiamson showed a specimen of Embolism of the Pulmonary 
Artery occurring 24 days after delivery. Eight days after delivery the 
uterus was explored on account of symptoms of septic infection, and a 
small piece of retained placenta removed. The patient made a good 
recovery, and was discharged from hospital 16 days later. On her way 
home, however, she suddenly became unconscious, and died in a few 
minutes. At the post-mortem a large embolus completely plugging the 
pulmonary artery was found. The right uterine, and internal iliac veins 
were also thrombosed. 

Mr. Stpney Boyp read a short communication on an unusual case of 
Jnversion of the Uterus. 


BRITISH GYNECOLOGICAL SOCIETY. 
Meeting held May 14th, 1903, Dr. Heywoop Suiru, President, in the chair. 


Dr. H. MacnauGnron-Jongs exhibited a Pair of Ovaries, which, though 
they did not present any very gross pathological changes when first seen, 
were found to be extensively cirrhosed and cystic as was demonstrated by 
the sections shown on the screen by the epidiascope. He insisted that 
the pain due to a diseased ovary was sometimes altogether out of propor- 
tion to the apparent pathological lesions in it. He frequently did con- 
servative operations on the ovary himself, but thought that the tendency 
in that direction was now too great, and that there was danger in condemn- 
ing a woman to a secondary operation, or life-long pain and misery by 
not removing the ovary entirely in some cases. He showed also a small 
cystic ovary associated with a short pedicled subserous fibroid of the shape 
of, and somewhat bigger than a normal ovary, which had been by others, as 
well as himself, taken for an enlarged ovary. 

Dr. Beprorp Fenwick showed 7'wo Enlarged Ovaries, which had been 
adherent to a fibromatous uterus extending nearly to the ensiform cartilage 
and had therefore been removed with it. In a large number of 
hysterectomies he had found more or less gross disease of nearly every 
ovary and tube, and, if that were the case generally, it would, he thought, 
be a grave error not to remove the ovaries with a diseased uterus. 

The Presipent pointed out that the second specimen was an example 
of the intense pain that might be caused by tenseness due to shrinking of 
the ovary; distinct disease was, he considered, as good a reason for re- 
moving the organ as a large cyst would be. 

Dr. Hersert SNow said pain, though mainly due to tension of the 
capsule, might also arise from peritonitis of pressure. 

Mr. Bowerman Jessett, Dr. C. H. F. Rovurn, Dr. F. A. Purcett, and 
Dr. Wii114m Duncan, while agreeing that the amount of disease shown in 
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the sections quite justified the removal of the ovaries, spoke strongly in 
favour of conservative measures and of the importance of preserving a 
portion of even one ovary. 

Dr. Macnaucuton-Jongs, in replying, said that it was a decided advan- 
tage in a woman not past the menopause to leave an ovary if it were not 
pathologically involved, and that he would be loth to remove both ovaries 
in an ordinary case of fibroma; the necessity had to be considered at the 
time of operation. 

Dr. Macnaucuton-Jones described Professor E. Bumm’s Method of 
Performing Panhysterectomy by division of the broad ligaments alternately 
in sections between pairs of Kocher’s forceps, six on each side; a fourth 
pair of clamps is applied to the lateral parts of the vagina and the folds 
of Douglas and the uterus removed. Each section of the broad ligaments 
is then in turn secured by digital pressure, the clamp removed and the 
section ligatured. The wound in the peritoneum is then closed by a con- 
tinuous suture from one upper angle to the other. The operation was 
almost bloodless, and Professor Bumm from the first abdominal incision 
took only twenty minutes to remove the uterus. He had himself lately 
done this operation with some slight modifications and recommended it in 
cases of carcinoma limited to the fundus, especially in elderly women 
debilitated by hemorrhages, as it was expeditious and practically 
bloodless. His patient was off the table within the hour. 

Mr. Cuaries Ryauu, having assisted at the operation just described, 
said that he could confirm Dr. Macnaughton-Jones statements as to its 
bloodlessness and rapidity; the mere removal of the uterus did not take 
as much as twenty minutes. 

The discussion was continued by the Presipent, Mr. Jessert, Dr. 
Duncan, and Mr. who (while expressing their interest 
in Professor Bumm’s method) concurred that the uterus could be removed 
as quickly and with as little loss of blood by ligaturing the broad ligaments 
without forceps, and that the presence of such a number of the latter 
must be a disadvantage. 

Dr. Macnavucuton-Jongs, in reply to a suggestion that vaginal hysterec- 
tomy would have been a better proceeding in the case, said that the woman 
was old and the vagina small ; moreover, the operation was for cancer, and 
to advocate vaginal operation for such was to go back ten years in surgery. 

Mr. Jesserr opened the discussion of his paper 


On Intestinal Obstruction, a Rare Complication of Ectopic 
Gestation, 


read at the last meeting. Owing to the pain being entirely above the 
umbilicus, the case had been diagnosed as one of diaphragmatic pleuritis, 
the patient when he saw her had all the symptoms of intestinal obstruction. 
She had not been pregnant for nine years, and had been regular until five 
days previously she was suddenly seized with pain between the umbilicus 
and ensiform cartilage and collapsed. There had been no suspicion of 
ectopic gestation and he went prepared to do a colotomy in order to 
relieve the distension and then be guided by what he found. The opera- 
tion was impeded and prolonged by the great distension of the bowels, the 
colon was emptied by an O’Beirne’s tube, but to relieve the small intestine 
he made a single incision, which he closed with a triple suture. The 
patient sank the same night. 

The Prustpent said the case was of much interest in regard to the 
great difficulty of diagnosis and the cause of the obstruction. 
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Mr. Mansatu Movin had met with two somewhat similar cases and 
was inclined to suspect infection of the clot. 

Mr. Jesszrr could only attribute the stoppage to general paresis due to 
loss of blood. 

The meeting concluded with some further demonstrations from the 
epidiascope. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 

SOCIETY. 

Meeting held at the Owens College, Manchester, Friday, April 17th, 1908, 
Dr. J. E. GemmeE nt, President, in the Chair. 

Dr. W. E. Foruerciii (Manchester) showed the placenta from a case 
of Acute Hydramnios, which terminated with the birth of quadruplets. 
Labour came on at the 32nd week. The children all died within 24 hours 
of birth. Dr. Fothergill also showed a placenta illustrating Marginal 
Insertion of the Cord and Placenta Previa. The cord was inserted into 
that part of the margin of the placenta which was previal, so that 
unavoidable presentation, and inevitable prolapse of the cord occurred. 

These were discussed by Drs. Luoyp Rosgrts, J. B. Hever and E. T. 
Davizs, and Dr. replied. 

Dr. Arnotp W. W. Lea (Manchester) showed the specimens from two 
cases of Z'ubercular Disease of the Appendages removed by abdominal 
section. The diagnoses were verified by microscopical examination, 
although no bacilli were found in the caseous pus. 

In the ensuing discussion, Dr. E. T. Davis raised the question of the 
route of infection in such cases, and held that the alimentary canal was 
the probable point of entrance. Dr. J. B. Heuer considered that in some 
cases the semen of a tubercular husband was the cause of infection. Dr. 
W. J. Srncuarr remarked that the prognosis was especially good in the 
ascitic form. Flushing the abdomen was to be recommended, as it 
stimulated cure. 

Dr. Luoyp Rosperts and the Presipent having spoken, 

Dr. Lea, in replying, said that the cases had occurred too recently 
(four months ago) to allow of a positive statement regarding the after 
history. The disease was primary in the Fallopian tube in both instances. 
Dr. W. Japp Srncuair (Manchester) opened a discussion on 


Ventrifixation of the Uterus. 

He remarked that there seemed to be a certain levity about the treatment 
of backward displacements of the uterus when the condition was 
uncomplicated. Routine treatment was apt to be followed by metritis and 
all its troubles, and it was better to put the patient to bed, and gradually 
restore the organ to its normal position. 

The operations for the treatment of retrorsions were grouped as 
follows :— 

I. Adhesions existing: 

(1) Schultze’s procedure, which Dr. Sinclair had tried, but he could 
not believe that it could be successfully applied. 

(2) Shucking’s operation, which consisted in freeing per vaginam the 
adhesions, and passing (by the same route) an armed needle 
through the uterus and abdominal parietes, fixing the two 
together by one thread. 

II. Alexander’s operation (1884). His experience of this extended to 
45 cases, but he was dissatisfied so far as the test of pregnancy was 


i 
i 
H 
| 
ee 
{ 
| 
q 
: 
i 
4 


Reports of Societies 595 


concerned. After one disaster he had discontinued this method. The 
objections to it were: 

1. In private practice the round ligament could not always be found, 
and this was a material objection all the world over. 

2. In cases where adhesions were present they prevented the uterus 
from being drawn forward. In these cases there were also 
changes in the appendages, so that the symptoms were really due 
to both conditions. 

3. That Alexander’s operation was not satisfactory was shown by the 
large number of modifications brought forward during the period 
between 1890 and the present time. These modifications might be 
classified thus: 

(a) Preliminary vaginal cceliotomy to break down adhesions. 

(6) Operations involving laparotomy. As an example of the 
latter the procedure of Goldspohn was mentioned. This 
was an extensive operation, and was bound to succeed, 
and it had actually withstood the test of pregnancy. 

III. In 1886 Olshausen’s first attempt at ventrifixation was carried out. 
The operation for ventrifixation should stand certain tests: 

1. It must be devoid of danger. 

2. It must be certain and capable of being carried out in every case. 

3. It must relieve the symptoms. 

4. It must stand the test of pregnancy withing giving rise to pain or 
discomfort ; the puerperium must go on normally, and at its close 
the uterus must remain in a condition of anteflexion. The results 
produced should be similar to those obtained after Cxsarean 
section. 

The principle that should guide all such operations consisted in safe- 
guarding the fundus uteri and the round ligaments, and in ensuring firm 
adhesion. No movement between uterus and parietes should be 
permissible, otherwise the formation of bands might lead to the occurrence 
of ileus. In only one of Dr. Sinclair’s cases had such bands been formed. 
The patient was a young woman, who suffered from pain after the 
operation. This was due to an enlarged ovary and tube, which were 
removed through an incision placed parallel to the scar of the first. A 
firm band uniting the fundus uteri to the parietes was found. 

Prolapsus was a serious test for the operation. In one case the patient 
averred within a year of operation that the condition had recurred, but 
on examination it was discovered that the vagina alone had prolapsed. 
This was remedied by a posterior colporrhaphy which had been omitted in 
the first instance. 

The operation performed by Dr. Sinclair was devised by Laroyenne, of 
Lyons. Fine silk was employed as suture material. After the closure of 
the wound in the usual way a pessary was placed to act as a splint. The 
patient was kept in bed for six weeks. His experience included about 
100 cases, operations done on all sorts of women, but never in those 
beyond the menopause, as he thought that the only suitable cases were 
those of women within the child-bearing time of life. All cases had stood 
the test of pregnancy when it occurred, and, although there had been 
instances of abortion and malpresentation, these were not in unusual 
proportion. He had had no fatality, and, indeed, had never even had any 
anxiety. 

The Presipent congratulated the Society upon having the discussion 
introduced in so lucid and able a manner by Dr. Sinclair, whom he 
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characterised as the principal supporter and exponent of the operation in 
this country. He had applied severe tests to the procedure, and an 
operation which withstood them would be stamped as a sound and useful 
one. His (the President’s) experience was limited to 15 cases, of which 
two were failures, but the others so far had been quite satisfactory. The 
technique described by Dr. Sinclair was more perfect then that he had 
adopted, but he questioned whether it was an advantage to have so many 
sutures. Ventrifixation appeared to be the operation of choice in cases of 
retroversion with adhesions, and he thought that Dr. Sinclair with his 
record of 100 cases had well established the operation in this country. 

Dr. Heuer (Leeds) considered that ventrifixation was not good treat- 
ment for procidentia. He had seen cases so treated, where, after some 
time, the cervix was found procident from the vulva, and yet the fundus 
was still fixed in position against the abdominal wall, the sound passing 
four or five inches into the uterus. Cases of retroflexion requiring 
operation were very few in number, but, on the other hand, in cases with 
retroflexed, tender fundus and prolapsed and very tender ovaries, the 
results of ventrifixation were sometimes good, the relief being marked and 
permanent. 

Dr. Luoyp Roperts (Manchester) thought the operation was not the 
most scientific procedure that could be devised. That it was not absolutely 
safe was shown by the reports of fatalities after it. Ventrifixation was a 
suitable operation in retroflexion uncomplicated by prolapse. In the 
latter condition colporrhaphy ought to be done. 

Dr. Rumsotp (Leeds) had had an experience of six cases. In two of 
these, to his disappointment, the condition recurred. Two cases were 
doing well, and two were partially relieved, but now required colporrhaphy. 
It seemed to him that ventrifixation was the operation for retrotlexion, but 
was not so satisfactory for prolapse. 

Dr. J. W. Marin (Sheffield) held that the main value of the method 
described by Dr. Sinclair lay in the mode of application of the sutures. 

Dr. E. T. Davies (Liverpool) said that he had had no personal 
experience of ventrifixation, and after having watched its performance he 
had not been favourably impressed by it. He preferred the Alexander- 
Adams operation which had given him good results. He pointed out that 
Alexander specifically stated that his operation was not intended for cases 
in which adhesions were present. In ventrifixation, even if adhesion 
occurred, it would probably be only transitory. He did not understand 
why women who had passed beyond the child-bearing limit in age, should 
be excluded from the benefits of operation. 

Dr. Rasacuiatt (Bradford) had only performed the operations as 
described by Mr. Bond, of Leicester. He deprecated fixing the uterus to 
the anterior wall, as he could only imagine trouble arising subsequently 
from the proceeding. 

Mr. Stanmore Bisnop (Manchester) remarked that his results from 
Alexander’s operation in suitable cases had been very good, though he 
preferred to open up the canal, and to seize the ligament nearer the 
internal ring than Alexander advises. When adhesions are present and 
access could not be obtained to Douglas’ pouch he performed laparotomy 
with the patient in the Trendelenburg position, viewed and separated the 
adhesions, and united the fundal extremity of the round ligament to a 
point half an inch internal to the internal ring of the same ligament. 
For the last three years he had carefully avoided any sutures which entered 
the uterine substance, believing that the uterus was normally, and should 
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remain after operation, a mobile organ—mobile within limits, which may 
be fixed, but always mobile. 

In closing the discussion, Dr. Sincuarr said that he had never prepared 
the peritoneal surfaces in any way, and so far he had not seen any sinuses 
resulting from the use of silk. As a criterion for the operation he laid 
down that when an intelligent and experienced member of the profession 
had treated retroflexion in vain, then the case was one for ventrifixation. 


Most of his own cases were those of old-standing retroflexion of tender uteri 
bound down by adhesions. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
(Section or OBSTETRICS). 
Meeting held Friday, April 24th, 1903. 

Dr. exhibited the following card specimens :—-(a) 7’wo myoma- 
tous uteri. No. 1. Weighing 9 Ibs., removed because of its size and 
continued growth. No. 2. For pain and pressure on the rectum. (b) 
Uterus removed for cancer of cervix. (c) Tubes removed for tuberculous 
disease. Dr. Smyly also showed the following specimens: (a) Ovarian 
papilomata. Patient was first seen on October 18th, 1902. The tumours, 
which were confounded with the uterus on bimanual examination, were 
supposed to be myomata. Sent for again on the 28th, the abdomen was 
then very much distended with ascitic fluid and patient suffering intense 
pain. Abdominal cceliotomy, October 31st, 1902. The abdominal perito- 
neum was a mass of disease. The two cystic ovaries, which were universally 
adherent, were removed with much difficulty, and also the omentum. The 
patient recovered and is now in the South of France. (0) The patient from 
whom the specimen was removed was first seen in February, 1901. Though 
she had long passed the menopause, a sanguineous discharge from the 
uterus had been going on more or less for two months. Curetting was 
advised, but declined, and she was not seen again till six weeks ago, when 
a fungous growth was observed protruding from the os uteri. Vaginal 
hysterectomy was performed. The operation was a difficult one, owing 
to the friability of the uterus, but was successfully carried out, and the 
patient made a good recovery. It is remarkable that an operation was 
still possible two years after the probable commencement of the disease. 
(c) This patient suffered intense distress from pelvic pressure, and the 
uterus being found enlarged and retroverted, the symptoms were attributed 
to the displacement. Abdominal suspension of the uterus by Kelly’s 
method was performed, but owing to obstruction of the bowel the abdomen 
had to be re-opened, and the cause of the obstruction was found to be an 
adhesion of the rectum to the cervix, which it had been found impossible to 
separate at the original operation; the uterus was therefore allowed to 
return to its former position, and the abdomen closed. Her sufferings con- 
tinued to be so great that she was obliged to relinquish her employment, 
and when the removal of the uterus was suggested she readily consented to 
have the operation performed. About a fortnight ago I performed a 
supravaginal amputation, and she has made a good convalescence. 

Dr. Lang showed a large dermoid cyst removed two months after con- 
finement. 


Dr. Purgroy showed a specimen of (a) General follicular enlargement 
of ovary ; (0) Rokitansky’s tumour of ovary. 


Dr. Pureroy read the gynecological report of the Rotunda Hospital for 
the year 1901-2. 


The discussion was postponed until the next meeting of the Section. 
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REVIEWS OF RECENT BOOKS. 


User pas Cuori0-EPITHELIOM IN DER VAGINA BEI SONST GESUNDEM GENITALE 
(“ Chorion-Epithelioma in the Vagina, other parts of the Genital 
Tract being Healthy”). By Dr. Hugo Hibl. Price 4m. 20f. 
Vienna: Josef Safar, 1903. 


This is an important monograph by one of the assistants of Professor 
Piskacek, of the well-known Midwives’ Institute in Vienna. It will be read 
at the present time with great interest, for the vexed question of 
“deciduoma malignum” has recently entered upon a new phase 
which we hope will prove to be the process of final and 
satisfactory settlement. The group of cases dealt with by Dr. Hiibl are 
perhaps more interesting and important than those in which an obvious 
uterine tumour was present. Upon the true explanation of these cases, 
as many have thought, the modern theory of chorion-epithelioma must 
depend in the long run, and the author has been well advised in selecting 
them for special and detailed discussion. 

Short abstracts are given of seven cases recorded previously by others, 
and a full report of one case observed by the author. In addition, the 
reader will find a lucid, well-balanced and commendably brief 
discussion of the more recent developments of the theoretical considerations 
with, which the subject abounds. Dr. Hiibl, of course, accepts Marchand’s 
view of the origin of these growths from the epithelial layer (now shown 
to be ectoblastic) of the chorionic villi. The occurrence of primary growths 
in the vagina, the uterus remaining free from disease, was to many 
English readers an obstacle to the acceptance of the view that “ deciduoma 
malignum” was essentially a growth from chorionic tissues. But Veit 
has shown that villi and portions of villi, normal in their histological 
structures, may be “ deported” by the blood stream to distant parts of the 
body and there remain without doing harm of any kind. This is the mode 
of origin to which Dr. Hibl now refers all cases of vaginal (primary) 
chorion-epithelioma. If the villi so “deported” have already become 
degenerated, as in cases of vesicular degeneration, the malignant growth 
develops soon after the pregnancy or actually during its course. Normal 
villi, he believes, may, however, be thus “ deported” and remain latent for 
many months or even years, ultimately undergoing “malignant degenera- 
tion,” and giving rise to a growth having the histological characters of a 
chorion-epithelioma. 

_ An interesting clinical point discussed is the relative malignancy of 
those cases as compared with uterine growths of the same class. Out of 
the eight cases recorded three recovered after the removal of the vaginal 
growth, and have remained free from recurrence for periods varying from 
14 to 3 years. This proportion of recoveries is undoubtedly high for this 
disease, and some writers have gone so far as to call the primary vaginal 
cases “benign chorion-epithelioma.” Dr. Hiibl, however, accepts and 
supports the view first expressed by Schauta that they are in reality quite 
as malignant as the uterine growths, the high proportion of recoveries 
being explained (1) by the fact that the growth in the vagina is much more 
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readily recognised than that in the uterus, and therefore can be more 
promptly removed ; (2) that owing to the connective tissue of the vaginal 
wall being denser than that of the endometrium a hematoma forms around 
the primary nodule, which to some extent prevents its spread to surround- 
ing tissues. 

A series of coloured illustrations of the case observed by the author are 
given, which well represent the characteristic features of the growth. 


Tue Manuat Treatment or Diseases or Women. By Gustav Norstrém, 

M.D., of the Faculty of Stockholm. Price 10s. And Curonic i 
HEADACHE AND ITS TREATMENT BY Massacg. By the same Author. ' 
Price 4s. 6d. New York and London: G. E. Stechert. 


These two books may be conveniently considered together, as both deal 
with the application of the same means of treatment. The author writes 
in the spirit of one who has met with much opposition in his advocacy of 
this treatment, and has constantly been in the position of defending it. A 
study of his works, and especially of the larger one on the massage 
treatment of pelvic disease in women, makes the necessity for this defensive 
attitude quite intelligible. The manipulation of the uterus and its adnexa 
is carried out through the abdominal wall, the organs being meanwhile 
supported by the fingers in the vagina. In this way such conditions as 
chronic metritis, para- and peri-metritis, uterine displacements, fibroids, 
and many diseases of the appendages have been treated by Dr. Norstrém. 
The only absolute contra-indications which he recognises are, virginity— 
and this is not even absolute—acute and subacute inflammation of the 
uterus and its appendages, and pregnancy. A large number of cases are 
quoted to illustrate the results obtained, but it is difficult to gather exactly 
what class of case the author considers suitable for massage. Most of 
those recorded appear to belong to the order of minor pelvic ailments, with 
the addition of a considerable proportion of the neurotic element. In 
spite of the anxiety of Dr. Norstrém to place the advantages of this 
treatment before the profession, we doubt if his books will be found to 
effect all he desires. In this country, at any rate, the feeling that such 
methods lend themselves too easily to abuse in unscrupulous hands, and 
that the close attention entailed by three months’ massage of the pelvic 
organs must draw a patient’s mind too minutely to her local condition, 
and thus greatly distort her perspective of the importance of her com- 
plaints, will prove a very serious objection to their adoption. Though the 
author himself disclaims it, it is evident that “suggestion” is a large 
factor in his methods. Judging from the clinical histories of many of his 
patients, we would expect them to obtain equal relief from ordinary 
massage, as in a course of Weir-Mitchell treatment. 

About the treatment of headache by local massage, we have not the 
same objection, but we very much doubt whether the conditions of chronic 
myositis of the neck muscles, and of infiltration and induration of the neck 
and scalp, which the massage is able to remove, is as frequently found in 
cases of chronic headache, as Dr. Norstrém would lead us to believe. 
These books may be referred to by those who wish to know most of 


these methods, but we doubt if many will be convinced by what they find in 
them. 
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We have received from the Chicago Medical Book Company a copy of 
The Peritoneum, by Byron Robinson, B.S., M.D. Part L, “ Histology and 
Physiology,” with 247 illustrations, 1899. The merits of this exhaustive 
monograph are well known to obstetricians and gynecologists as well as to 
general surgeons and physicians. The form in which it is issued is an 
example for British publishers to follow. With the contents of Part J. 
those of our readers who study the subject must be well acquainted ; what 
many must desire to know is when the second part will be issued. We 
presume that it will treat of the pathology of the peritoneum, and will on 
that account be even more widely read than the instalment already 
submitted to the public. 
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